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Orator, V.: The Surgery of Osteomata of the Vault 
of the Cranium (Beitrag zur Chirurgie der 
Schaedeldachosteome). Deutsche Ztschr. f. Chir., 
1931, CCXXXill, 450. 

The bony outgrowths of the cranial vault attain 
clinical importance when they grow toward the 
brain. ‘They then decrease the space within the 
skull and must be removed. Therefore it is advisable 
to divide the larger osteomata into two types, those 
localized only on the outer surface of the cranial 
vault and those that penetrate. The cause of these 
bony tumors is unknown. Traumatic and inflamma- 
tory causes are not demonstrable. Syphilis may also 
be excluded. The growths occur remarkably often in 
young females. 

Orator reports a penetrating osteoma of the right 
parietal bone in a woman twenty-two years of age. 
The tumor developed very gradually to the size of a 
fist within a period of twelve years and produced 
considerable disturbances in the general condition. 
After preliminary ligation of the external carotid 
artery, the tumor was removed in two sittings. Care- 
ful examination failed to reveal evidence of malig- 
nant degeneration. A. MEYER (Z). 


EYE 


Lobeck, E.: Pneumococcic Infections of the Eye 
(Zur Frage der Pneumokokkeninfektionen am Auge). 
Arch. f. Ophth., 1931, Cxxvii, 395. 

The author determined the type of pneumococcus 
found in a series of seven cases of pneumococcic 
conjunctivitis, twelve cases of lachrymal sac sup- 
puration, and nine cases of ulcus serpens cornex. 
His findings were similar to those of Jahnke and 
Wamoscher. 

_ He discovered that in simple pneumococcic con- 

junctivitis the prevailing type of pneumococcus was 

that which, in animals, is avirulent. In dacryocysti- 


) 


is and ulcus serpens cornex the virulent pneumo- 
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cocci were more numerous. In addition, there was a 
difference in the number of virulent pneumococci in 
suppuration of the lachrymal sac and ulcus serpens 
on the one hand, and simple pneumococcic con- 
junctivitis on the other. In the healthy eye of the 
patient with suppuration of the lachryma! sac or 
ulcus serpens, virulent pneumococci were found 
much more rarely. In the majority of cases the 
clinically healthy eye was either entirely negative 
for pneumococci or the organisms present were of 
slighter virulence than in the diseased eye. There 
was therefore a difference between the healthy and 
the diseased eye in respect to both the occurrence 
and the virulence of the pneumococci. In the greater 
number of cases there was an agreement between 
the bacteriological findings in the sputum and in the 
eye, particularly when there was suppuration of 
the conjunctival sac. Pneumococci of Type 1 were 
demonstrable in the sputum in only one case of 
ulcus serpens in which virulent pneumococci of 
Type 4 were found in the lachrymal sac and on the 
conjunctiva of the diseased eye. 

In the cases of ulcus serpens the organisms were 
found to be mostly pneumococci of Type 3 or 4. In 
only one case was the ulcer caused by pneumococci of 
Type t (virulent), which heretofore have never been 
reported as the cause of ulcus serpens. Pneumococci 
of Type 2 were never found, an experience contrary 
to that of Jahnke and Wamoscher. By means of 
the exact determination of virulence by Gundel’s 
method, it was possible to divide the pneumococci 
of Type 4 into virulent and avirulent organisms and 
to distinguish those of virulent Types 1, 2, 3, and 4 
from those of the avirulent Type 4. This distinction 
revealed the important fact that in ulcus serpens 
and suppuration of the lachrymal sac the virulent 
types of pneumococci predominate, while in simple 
pneumococcus conjunctivitis the avirulent type pre- 
dominates. None of the patients had had previous 
treatment. With regard to the relation between the 
course of the corneal ulcer and the variety of 
pneumococcus found no conclusions could be drawn. 
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By these researches the futility of specific serum 
therapy in pneumococcus diseases of the eye was 
proved anew as the only therapeutically active sera 
are of Types 1 and 2, and eye diseases due to these 
two types of pneumococci are rare. 

Von HERRENSCHWAND (QO). 


EAR 


Mygind, S. H.: The Indications for Radical Oper- 
ation in Chronic Middle-Ear Suppuration. J. 
Laryngol. & Otol., 1932, xlvii, 297. 

This article is based on 556 cases of chronic middle 
ear suppuration. The author states that the non- 
plastic total radical mastoid operation should be 
abandoned as it is mutilating and does not always 
prevent relapses and later complications. Barany’s 
partial radical operation is indicated occasionally 
when hearing is still good in the affected ear or is 
especially defective in the other ear. Mygind prefers 
the old-fashioned plastic method with firm and pro- 
tracted plugging. 

He believes that chronic suppuration of the middle 
ear is the product of bacterial invasion, a predis- 
position, and a series of general pathological factors. 
Radical operation is first indicated when some com- 
plication such as sinus thrombosis, meningitis, or 
brain abscess develops. In the 333 cases with abso- 
lute indications for operation in the series reviewed 
the mortality was 14 per cent. A cholesteatoma was 
found in 216 of this group. In the presence of a 
cholesteatoma serious complications were twice as 
frequent. A cholesteatoma was found also in the 
majority of another operative group of 49 cases, this 
fact supporting the opinion that it is an imperative 
indication for operation. In the group of 174 cases 
with relative indications for operation depending 
upon the surgeon’s judgment, there were 3 deaths. 
In the total number of cases in all groups the inci- 
dence of cholesteatoma was 56 per cent. In 50 of the 
cases operated upon for relative indications opera- 
tion was unnecessary. The error was due to mislead- 
ing vertigo, nystagmus, headache, and mastoidal 
tenderness. 

The author finds the treatment of chronic middle 
ear suppuration to be most difficult in the cases of 
children. He advises that children be subjected to a 
comprehensive medical examination. With regard 
to the treatment of adults he states that his position 
is distinctly conservative, but at the same time high- 
ly individualistic. GeorceE R. McAuttrr, M.D. 


Tremble, G. E.: The Clinical Importance of the 
Mastoid Antrum. Arch. Ololaryngol., 1932, xv, 


574- 


The author states that in infants there are three 
anatomical features of the temporal bone which are 
of great surgical importance: (1) high position of the 
antrum, (2) absence of the mastoid process, and (3) 
an exposed position of the facial nerve. 

The mastoid antrum is not the only pneumatic 
space present at birth. When the antrum is opened, 
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the surfaces are found to be dotted with immature 
cells. Although these cells are very small at first, 
they spread outward, backward, and downward with 
the developing mastoid until the entire process is 
invaded. In the pneumatic type of mastoid the cells 
usually have a very definite arrangement. 

The cells spread out in a fan-shaped distribution 
from the antrum, becoming progressively larger is 
the outer borders of the mastoid are approached. 
Frequently the terminal cell at the tip of the mastoid 
is by far the largest. This description applies only to 
the cellular type, and not to the diploétic or sclerotic 
mastoid processes. 

The size of the antrum at birth varies. According 
to Gomperz, the length is from 9 to 10 mm., and the 
breadth and height are from 6 to 7 mm. 

These measurements are those of the average 
antrum not affected by disease. In a sclerotic mas 
toid the antrum is sometimes diminished in size 
or nearly obliterated, whereas in the mastoid with 
rarefying osteitis it is often greatly enlarged. In 
very rare instances the mastoid antrum is absent at 
birth. 

The antrum of the infant is very superficial, being 
covered by only a thin lamella of bone extending 
downward from the squamous portion of the tem 
poral surface. As the mastoid process develops, the 
antrum occupies a lower level and its depth in 
creases. At birth, it is from 1 to 2 mm., and in the 
adult, it may be from 15 to 25 mm., from the surface. 

James C. BRASWELL, M.D 


NOSE AND SNUSES 


Finder, G.: Cysts of the Nasopharyngeal Space, 
with a Report of Two Cases (Ueber Cysten des 
Nasen-Rachenraumes. Mit Bericht ueber zwei 
Faelle). Monatsschr. f. Ohrenh., 1931, \xv, 1430. 


The author has had the opportunity to observe 
two cases of nasopharyngeal cyst. 

The first case was that of a forty-five-year-old 
man who complained of dizziness with increasing 
deafness and nasal obstruction. Otological examina- 
tion revealed bilateral tubal occlusion and a negative 
Rinne test. A whisper could be heard at 0.5 meter on 
the right side and at 2 meters on the left side, and 
the lower tone limit was raised. Anterior rhinoscop) 
was negative. Posterior rhinoscopy showed a smootlhi- 
walled, gray, hemispherical tumor, evidently arising 
from the roof of the pharynx and occupying almost 
the entire nasopharynx. The tumor was tense!) 
elastic. Puncture evacuated 6 c.cm. of a tenacious 
light brownish red fluid which on miscroscopi 
examination showed very numerous cholesterin 
crystals, a few erythrocytes, a few fat droplets, ani 
isolated cuboidal cells. With a snare introduced 
through the nose, the greater part of the cyst was 
removed. 

Histological examination of the cyst wall, pro 
ceeding from the external portion inward, showed 
externally several layers of cuboidal pavement 
epithelium, the uppermost layer of which wa 
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cornified in places, and next to these a loose, very 
vascular connective tissue about 3 cm. thick, which 
iormed the chief constitutent of the cyst wall. The 
jatter was very rich in lymphocytes and contained 
a number of lymph follicles with distinct germi- 
nal centers. Internally, cylindrical epithelium was 
found with cilia in places. 

On repeated re-examinations after removal of the 
cyst the pharyngeal roof was found to be completely 
smooth with no trace of a pharyngeal tonsil. At no 
time was it possible to find at the previous site of 
the cyst an opening which might have been inter- 
preted as a communication with the pharyngeal 
bursa. 

The second case was that of a thirty-five-year-old 
woman with no symptoms referred to the naso- 
pharynx. Posterior rhinoscopy revealed a tumor in 
the center of the roof of the pharynx, just anterior 
to the posterior pharyngeal wall. The tumor was 
hemispherical, about the size of a small walnut, 
grayish red, and very soft on palpation. Light yel- 
low fluid escaped on puncture. The tumor was re- 
moved in several pieces with the conchotome by 
way of the nasopharynx. The histological picture of 
the cyst wall was similar to that in the first case. 

The pharyngeal bursa and pharyngeal tonsil are 
the most common sites of cyst formation. However, 
it is impossible to determine whether a nasopharyn- 
geal cyst has its origin from the pharyngeal bursa or 
from a persistent recessus medius in a pharyngeal 
tonsil which has elsewhere undergone involution. 
Neither the histological structure of the cyst wall 
nor the contents of the cyst show its origin as in 
both cases the findings are the same. Clinically, only 
the size gives any indication, as large cysts which 
wholly or almost wholly fill the nasopharyngeal space 
probably originate in the pharyngeal bursa. Hernia 
of the brain through a persisting craniopharyngeal 
canal with protrusion of the meninges filled with 
fluid or of a portion of the brain which appears as a 
cyst in the nasopharyngeal space, is rare. Cysts of 
branchiogenic origin in the nasopharynx are even 
more unusual. THEODOR ITHMANN (H). 


Mauerhofer, H.: Primary Malignant Melanoma of 
the Nasopharynx, with the Report of a Case 
(Zur Kasuistik des primaeren malignen Melanoms 
im Nasen-Rachen). Ztschr. f. Laryngol., Rhinol., 
1931, XXxli, 16. 


The author reports the second case of primary 
malignant melanoma of the nasopharynx to be 


recorded. The patient died of metastases in the 
brain. These tumors occur in the skin, mucous mem- 
brane, eye, and central nervous system. Fifteen 
primary malignant melanomata of the nose have 
been reported up to the present time, but only one 
of the nasopharynx. 

The author’s case of primary malignant melanoma 
of the nasopharynx was peculiar because of the 
metastasis. The clinical symptoms were character- 
ized by difficulty in nasal breathing and in hearing, 
and especially by bloody expectoration, a phenom- 
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enon which occurs only in melanoma and not in the 
usual types of malignant tumor of the epipharynx. 
Whereas the usual tumors of the epipharynx cause 
death by destroying the neighboring organs (brain, 
spine), patients with melanoma almost always die of 
metastases before this stage of the disease is reached. 

The route of metastasis is discussed in detail and 
three possibilities are considered: metastasis by the 
blood stream, by the lymph stream, and by retro- 
grade embolism. The latter two routes both appear 
improbable. However, in the author’s case, Most’s 
lymph gland was involved, but the passage of tumor 
material from the nasopharynx into the frontal lobe 
of the brain refutes the general belief that the 
lymph stream is directed from the interior of the 
skull toward the pharynx. The author assumed that 
the tumor cells ruptured into the venous system with 
the formation of tumor thrombi and of metastases 
from emboli by way of the pulmonary circulation. 
A complete histological examination of serial sections 
of the left half of the base of the skull proved this 
theory to be correct. Tumor thrombi were found in 
the plexus pharyngeus and markedly pigmented 
round cells in the carotis interna. The lungs re- 
mained free because the patient died from the 
metastases in the brain before massive invasion of 
the vascular system took place. 

The diagnosis of malignant melanoma of the 
nasopharynx can usually be made by inspection and 
biopsy, as in the case reported here. The prognosis 
is always unfavorable. The duration of the disease 
is usually from one to three years. 

The author discusses also the therapy of these 
tumors. So far, surgery and irradiation with the 
roentgen rays and radium have been unsuccessful 
and in many cases have even hastened death. 

L. Kraus (H). 


Amano, K. W.: Paranasal Sinusitis: Opaque Dis- 
placement Diagnosis. Arch. Ololaryngol., 1932, 
Xv, O81. 


The author states that roentgenographic examina- 
tion of the nasal sinuses following the administration 
of iodized oil by the displacement method furnishes 
additional information as to whether drainage from 
the ostia is satisfactory or the sinuses or cells are 
filled with thickened membrane or pus. However, 
negative results following the administration of 
iodized oil do not always exclude the possibility of 
disease. 

The practical value of the opaque displacement 
method in the diagnosis and treatment varies ac- 
cording to the nasal complications such as hyper- 
trophy of the turbinates, especially the middle 
turbinates, and polypi. Removal of these obstruc- 
tions should be advised before a roentgenographic 
examination by the displacement method is made. 

The results of the administration of iodized oil 
by the Proetz method with the patient in the supine 
position are more accurate in the case of the ethmoid 
and sphenoid sinuses than in the case of the maxil- 
lary and frontal sinuses. . For examination of the 
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maxillary sinuses the iodized oil should be injected 
by puncture through the inferior meatus or by can- 
nula through the natural ostium. 

For better results in the administration of iodized 
oil, especially into the frontal sinuses and the an- 
terior ethmoid cells, the author recommends the 
use of an advanced prone or knee-chest position 
after the use of the Proetz method with the patient 
in the supine position. James C. BRAsweELL, M.D. 


Peyton, W. T.: Tumors of the Maxillary Sinus. 
Am. J. Cancer, 1932, Xvi, 515. 

The treatment of cancer of the maxillary sinus 
has undergone a decided change in recent years. 
The results are now somewhat better although not 
entirely satisfactory. Formerly, when the treat- 
ment consisted of resection of the superior maxilla 
alone, the mortality was high and the average dura- 
tion of life after operation was eleven months. 
Survival for longer than three years after the opera- 
tion was rare. 

Recently there have been reports giving the re- 
sults of radium therapy. In Schreiner’s cases with- 
out regional metastases at the time of treatment the 
incidence of five-year cure was 20 per cent. In the 
cases with metastases there were no five-year cures. 
Of thirty-six patients whose cases were reported 
by New, 22 per cent were living after more than 
three years, and 11 per cent after more than five 
years. Of thirty-two patients treated by operation 
and radium irradiation whose cases were reported 
by Berven, 19 per cent were living and free from 
recurrence for five or more years after the treat- 
ment. 


Peyton reports eleven cases of squamous-cell car- 


cinoma. Six of the patients were females. The 
average age was fifty-one years. The youngest 
patient was thirty-five, and the oldest sixty-two 
years. The average length of time elapsing between 
the appearance of the first symptom and treatment 
was eight months. The most common first symptoms 
were swelling and pain. Six of the patients had had 
teeth extracted for the relief of pain. Regional 
glands were palpable in two cases. 

The treatment consisted of irradiation or cau- 
terization and irradiation. In most cases the ex- 
ternal carotid artery was ligated as the first part 
of the operative procedure. The tumor mass was 
removed by surgical diathermy. Radium was then 
applied immediately and followed by high-voltage 
X-ray therapy. The average dose of radium was 
1,700 mc.-hr. 

Of the two patients who are still living, one has 
survived more than five years without recurrence. 
Those who died lived approximately twenty-one 
months after the onset of the disease and ten 
months after treatment. 

In conclusion the author states that surgery 
alone will not cure cancer of the antrum, but when 
a proper combination of surgery and radium irradia- 
tion is used a five-year cure may be obtained in 10 
per cent of cases. Joun F. Devpu, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


MOUTH 


Dorrance, G. M.: The Repair of Cleft-Palate. Con- 
cerning the Palatine Insertion of the Superior 
Constrictor Muscle of the Pharynx and Its Sig- 
nificance in Cleft-Palate; With Remarks on the 
“‘Push-Back Operation.”’? Anz. Surg., 1932, xc\ 
641. 

It has been generally recognized that in mos 
cases of cleft-palate the palate is shortened. .\ 
cleft of the velum alone and a cleft of the palat. 
which extends as far forward as the anterior palatine 
foramen are usually shorter than lip-jaw-palat 
splits. 

After successful operations for cleft-palate th: 
variance in speech is dependent in part upon th 
variance in length of the palate, the length of t! 
palate controlling to a great extent the efficienc: 
of velopharyngeal closure. In some cases of clei’ 
palate, Passavant’s cushion, which is formed by th: 
pterygopharyngeus portion of the superior cor 
strictor muscle of the pharynx, bulges forward as : 
distinct ridge, whereas in others it is scarcel\ 
noticeable. Persons with cleft-velum frequent! 
have poor speech results, whereas those with | 
complete split-palate not infrequently have e) 
cellent speech results. 

In a study of the speech mechanisms in two case 
in which the nose and septum had been lost 
sphincteric closure of the nasopharynx was observe: 
Further anatomical studies showed that the supericr 
constrictor of the pharynx inserted into the velun 
and interlaced from side to side so that on co: 
tracture there was a definite sphincteric closure bh 
tween the nasal and the oral pharynx. 

Dorrance reports his findings with regard to th: 
anatomy of the muscles of pharyngeal closure ani 
reviews the literature. 

He is convinced that the tensor palati muscle i: 
shorter in persons with cleft-palate than in normal 
persons. He states that the independent pull exerte:! 
on each side by the shortened muscle drags each 
half of the cleft velum forward and outward, causing 
the tips of the cleft uvula to point toward th 
median line. The cleft superior constrictor muscle 
of the pharynx in cleft-palate is unable to produce 
the desired sphincteric action between the oro 
pharynx and nasopharynx, a function essential for 
normal speech. 

Division of the hamular process will release the 
tension produced by the tensor palati muscle and 
thus permit mesial displacement of the palatine 
insertion of the superior constrictor muscle of the 
pharynx. The function of the tensor palati muscl« 
will also be altered from that of a tensor to thatfof 
an elevator, this muscle then assisting the levator 
palati muscle. In this way lateral tension is remove: 
and the anterior ends of the cleft pharyngeal ring 
in split-palate can be approximated at the midline 
the divided velopharyngeal sphincter being there): 
reconstructed. 

The object of the author’s method of operating 
for cleft-palate is to restore the velum and place 
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it in a normal or an approximately normal position 
so that the resultant velopharyngeal closure will 
adequately shut off the nasopharynx and permit 
distinct speech. For clefts of the velum Dorrance 
usually performs the two-stage “push-back opera- 
iion.” In the first stage of this procedure the neces- 
sary relaxation incision is made to raise the palatine 
mucoperiosteum from before backward by dissecting 
it from the underlying bone with suitable elevators. 
The flap is then replaced in its original position and 
fixed with sutures. 

In the second stage of the operation, which is per- 
formed from three to six weeks later, the mucoperi- 
osteum is again elevated and the palatine aponeurosis 
and nasal mucous membrane are freed from their 
connection with the posterior border of the hard 
palate. By means of a chisel, the hamular process 
is divided on either side above its attachment to 
the mesial pterygoid plate. In all cases it is necessary 
to extend the relaxation incision backward around 
the tuberosity and over the pterygomandibular fold 
to obtain sufficient mesial displacement of the mus- 
cular tissue. 

When the tension is freed, the two halves of the 
cleft meet easily in the midline and the velum is 
in contact with the pharyngeal wall. When the 
sutures are subsequently applied the pharyngeal 
sphincter is restored. 

The next step consists in freshening the borders 
of the cleft and inserting interrupted sutures in the 
nasal mucous membrane. The ends of these sutures 
are left long and are not tied until the insertion of 
the intramuscular wire suture suggested by Veau. 

After the insertion of the intramuscular wire suture 
the interrupted sutures in the nasal mucous mem- 
brane are tied and the two ends of the wire suture 
passed through the muscular tissue are twisted to- 
gether to bring the flaps in apposition at the mid- 
line. The oral mucous membrane is united with 
coaptation sutures. The anterior extremity of the 
displaced palate is held against the denuded palatine 
vault with sutures passed through the bone. 

In dealing with cases of lip-jaw-palate splits in 
which the soft tissue is of adequate length, a modified 
von Langenback procedure is used. 

The “‘push-back operation” is employed in cases 
with congenital shortening of the palate, cleft-velum, 
and clefts of the palate extending as far forward 
as the anterior palatine foramen. The operation 
results in complete restoration of the palate. It is 
applicable also in cases of complete cleft-palate 
in which the velum is short and the von Langenback 
operation cannot insure success. In such cases 
there is a defect in the anterior portion of the hard 
palate. For this, the author recommends an ob- 
durator-plate to which the teeth missing from the 
upper jaw may be attached. 

Operation is best performed between the second 
and fifth years of age, preferably after the fourth 
year. 

Speech training will do much toward improving 
speech habits, but the more satisfactorily the palate 
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is restored to establish a proper velopharyngeal 
sphincter the less will be the necessity for speech 
training. James B. Brown, M.D. 


PHARYNX 


Morris, C. W.: Anzsthesia for Major Throat Opera- 
tions. Proc. Roy. Soc. Med., Lond., 1932, xxv, 945. 


In an experience covering a period of twenty 
vears the author has found that for operations on 
the hypopharynx for malignant growths the an- 
wsthetic of choice is chloroform, and a tracheotomy 
opening is preferable to the use of an endotracheal 
tube passed down from above. He states that if 
a sufficient amount of oxygen is given with the 
chloroform and if the airway is kept perfectly free, 
as it is bound to be when a tracheotomy tube is 
inserted, there is no tendency toward congestion 
and hemorrhage and at the end of an operation 
lasting up to two hours the patient usually leaves 
the table almost conscious, with the coughing reflex 
present, in excellent condition, and with very little. 
if any, acceleration of the pulse rate. Not infre- 
quently, postoperative vomiting is absent or of the 
mildest character. In none of the author’s cases 
has delayed chloroform poisoning developed. 

James C. BrAswe tt, M.D. 


NECK. 


Travaglini, V.: Primary Neoplasms of the Vascular 
Sheath of the Jugulocarotid Fascia (Sulle neo- 
plasie primitive della guaina vascolare del fascio 
giugulo-carotideo). Riforma med., 1932, xlviii, 431. 

Tumors of the vascular sheaths may be derived 
from any of the various tissues making up the 
sheaths. They are more common in the veins than 
in the arteries. 

The author reports the case of a man seventy 
years of age who sought treatment for a tumor in 
the carotid region which had been present for four 
months. During the first three months the growth 
of the neoplasm had been slow, but in the fourth 
month it was very rapid. At the time of examination 
the tumor was about the size of a small orange, hard, 
and movable. It was situated at about the level of 
the thyroid cartilage. The patient stated that oc- 
casionally pain radiated to the lobe of the ear and 
the temporal region. The carotid pulse was displaced 
laterally. A clinical diagnosis of probable branchio- 
genetic carcinoma was made and resection advised. 

At operation, the jugular vein was found so inti- 
mately attached to the tumor that resection of a por- 
tion of the vein was necessary. The resected tumor 
weighed 150 gm. and measured 7 by 4 by 3 cm. Its 
surface was irregular and penetrated by the jugular 
vein. The sheath of the jugular vein seemed to be 
everywhere intact. There were several lymph nodes 
on the surface. 

Histological examination revealed different pic- 
tures in different portions of the tumor with gradual 
transformation from one region to the next. One 
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region showed the typical anaplastic picture of ma- 
lignancy. The most probable origin of the tumor was 
the periadventitial tissues. 

The author says that the removal of such a tumor 
is difficult, but may be performed with relative safe- 
ty if care is taken to retract the carotid artery 
and the vagus. It may be necessary to resect a 
portion of the jugular vein and the operation may be 
followed by slight aphasia. A. Louts Rost, M.D. 


Clute, J. M., and Lahey, F. H.: Thyroiditis. Ann. 
Surg., 1932, XCV, 493. 

Inflammations of the thyroid gland are relatively 
frequent. They may be divided into the simple, the 
suppurative, and the chronic. Each type may be 
primary in the thyroid or involve it secondarily. 

Simple thyroiditis is not uncommon. It is usually 
secondary to a recurring infection of the tonsils, 
teeth, or upper respiratory tract. It is characterized 
by pain and tenderness, a slight elevation of the 
temperature, and some increase in the basal metab- 
olism. It usually runs its course within from twelve 
to eighteen days. Toxic symptoms, if present, dis- 
appear entirely and myxcedema rarely ensues. The 
treatment consists of rest, cold applications, and the 
administration of sedatives for the relief of pain. 
Lugol’s solution may be given to produce involution 
of the hyperplastic area and hasten the process of 
r2pair in the gland. 

Suppurative thyroiditis is less common and much 
more severe than simple thyroiditis. It may follow 
a throat infection. The temperature reaches 103 
degrees F., and repeated chills may occur. The 
thyroid gland is enlarged and extremely tender. 
Mild symptoms of hyperthyroidism may be present. 
If untreated, the abscess may rupture into the 
cesophagus, trachea, or mediastinum, with perhaps 
fatal results. The treatment consists of drainage. 
When the inflammation is primary in the thyroid 
gland the prognosis is good, but when the thyroid is 
involved secondarily to a generalized infection the 
prognosis is unfavorable. 

Chronic thyroiditis includes Riedel’s struma, 
tuberculous and syphilitic thyroiditis, and thy- 
roiditis with associated hyperplasia. Chronic thy- 
roiditis may be a sequel to acute thyroiditis or may 
follow an infection of the teeth or throat. The in- 
flammation may be accompanied by hyperplasia 
and hyperthyroidism. A pre-operative diagnosis is 
difficult. Operation is very frequently followed by 
myxoedema. Therefore, if the nature of the condition 
is recognized, the operative procedure chosen should 
be one which, while relieving the symptoms, will 
leave as much thyroid tissue as possible. Excision 
of the isthmus alone may be sufficient. Riedel’s 
struma represents an extreme degree of chronic 
thyroiditis and is particularly prone to be followed 
by myxcedema. Tuberculous thyroiditis is occa- 
sionally found on histological examination of opera- 
tive specimens. It is of little clinical importance. 
Syphilitic thyroiditis usually responds well to 
specific treatment. Leo M. ZIMMERMAN, M.D. 
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Jordi, A.: The Biological Value, Iodine Content, 
Histological Structure, and Clinical Picture of 
Goiter. Arch. Int. Med., 1932, xlix, 541. 

Studies were made of the biological value, iodine 
content, and histological and clinical characteristic: 
of a group of the principal types of goiters. The ma 
terial consisted of operative specimens. The biologica! 
value of the thyroid tissue was determined by th: 
Gudernatsch test and the Asher-Streuli test for sen 
sitiveness to oxygen deprivation. 

It was found that the correlation between the io 
dine and colloid content and between the iodin 
content and the biological activity of adenomata i) 
California is not so close as that reported by Ma 
rine in Cleveland, but is greater than that found i: 
Bern and Munich. In the adenomata, a high iodin 
content is usually associated with a high colloi:| 
content and a greater biological activity. The iodin 
content of adenomata seemed to parallel also th: 
clinical activity. The relationship between the iodin 
content and the biological activity of hyperfunctio: 
ing adenomata differed from that of diffuse toxic 
goiter. It is inferred that all of the iodine is no: 
present in an active form, and that the qualit, 
rather than the quantity of the iodine compound: 
determines the biological and clinical activity, oi 
thyroid glands. 

Hyperfunctioning adenomata differ biologicall 
from the diffuse goiters of primary Basedow’s dis 
ease. In the former there is a rather constant rela 
tionship between the iodine content and the clinica! 
activity. In the latter, iodine treatment results in 
an increased iodine content and greater biological! 
activity, but a reduction of clinical activity. These 
differences suggest a fundamental dissimilarity be 
tween the two forms of hyperthyroidism. The dii 
ference is probably due to a dysfunction in thyroi( 
secretion in the various types of goiter, the nature 
of which is as yet unknown. 

Leo M. ZrmMERMAN, M.D. 


Pemberton, J. DeJ., and Willius, F. A.: 
Features of Goiter. 


Cardiac 
Ann. Surg., 1932, xcv, 50> 

The physiological changes which occur in ex 
ophthalmic goiter and hyperfunctioning adenoma 
tous goiter are dependent mainly on the increase: 
basal metabolic rate. The most prominent cardia: 
effect of hyperthyroidism is excessive rapidity 0! 
the heart beat. 

Both exophthalmic goiter and hyperfunctioning 
adenomatous goiter are usually attended by altera 
tions in the blood pressure. The most important 
change in the blood pressure is an increase in the 
pulse pressure. 

In the hearts of patients dying in the active stag: 
of hyperthyroidism no distinctive histopathologica! 
changes are to be found. Some clinicians maintai! 
that cardiac hypertrophy occurs only when there 
is a primary and independent cardiac lesion which. 
in itself, is capable of increasing the mass of cardia: 
muscle. The authors do not accept this viewpoint 
because at the Mayo Clinic increases of from 10 
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to 200 gm. beyond the accepted standard of Smith 
based on age, height, and weight have been found 
at autopsy in cases in which primary cardiac dis- 
ease was absent. 

In the examination of patients with hyper- 
thyroidism the most impressive cardiac finding is 
rapid and tumultuous cardiac action. In exophthal- 
mic goiter this is usually more pronounced. The 
heart often appears to be definitely enlarged be- 
cause of the rapid, visible, wavy, and forcible apex 
beat. Systolic murmurs are commonly audible 
in the cardiac area. They occur chiefly at the 
apex and at the second left intercostal space. They 
vary in intensity and transmission. Unless caution 
is used the presence of murmurs may be interpreted 
erroneously as indicative of valvular disease. 

Endocardial valvular disease is sometimes asso- 
ciated with hyperthyroidism, but not so frequently 
as current diagnoses suggest. 

The most common disorder of rhythm is auricular 
fibrillation. This occurs in about a fourth of the 
cases of both thyroid diseases under discussion. 
Its persistence following thyroidectomy is sug- 
gestive of the presence of associated primary cardiac 
disease, residual cardiac injury from protracted 
hyperthyroidism, or the recurrent hyperthyroidism 
of exophthalmic goiter. When auricular fibrillation 
occurs in persons of middle or later life, attention 
should be at once directed to the possible presence 
of thyroidism, particularly a hyperfunctioning ade- 
nomatous goiter. Auricular fibrillation does not 
necessarily increase surgical risk; it is frequently 
present when cardiac injury is minimal. 

The occurrence of congestive heart failure in the 


course of hyperthyroidism has been the subject of 


considerable controversy. There appears to be a 
rather widespread belief that congestive failure is 
evidence of associated and independent cardiac 
disease and that hyperthyroidism itself is not 
capable of producing heart failure. Nevertheless 
the occurrence of congestive failure solely as the 
result of hyperthyroidism has been proved many 
times by careful correlations of clinical data and 
autopsy findings. The occurrence of angina pectoris 
in patients with hyperthyroidism has received con- 
siderable attention. Recently Haines and Kepler 
reported distinct improvement in the anginal syn- 
drome in most of their cases following partial 
thyroidectomy. They attributed the improvement 
to removal of the added work from the heart. 

In the absence of congestive heart failure the 
heart usually does not require special treatment. 
The exception is the heart with auricular flutter. 
Auricular fibrillation rarely demands special treat- 
ment. Unless complications exist it is rarely neces- 
sary for the period of pre-operative rest to exceed 
two weeks. When congestive heart failure is 
present the treatment indicated is similar to that 
of primary heart disease without hyperthyroidism. 

When cardiac function is restored the patient 
should be gradually returned to limited activity 
before being subjected to a surgical procedure. 
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Probably in no other cardiac disturbance has treat- 
ment been followed by more brilliant results than 
those obtained by partial thyroidectomy in cases of 
“goiter heart.” 

Pemberton and Willius believe that when the 
surgeon is faced with the serious problem of deciding 
for or against operation on a patient with marked 
decompensation of the heart and an apparently 
poor chance of recovery he should remember that 
his estimate of the hazard is subject to error and 
that the patient should be given whatever chance of 
recovery there may be. 

As all patients with goiter are more or less de- 
bilitated and therefore particularly susceptible to 
pulmonary infection, the anasthesia chosen should 
be the one least likely to favor this complication. 
Prolonged inhalation anesthesia should be avoided. 
The anesthesia should be such that the patient can 
be awakened, in a reasonable state of comfort, 
after resection of the first lobe in order that the 
functional integrity of the inferior laryngeal nerve 
can be determined. At the Mayo Clinic the anasthe- 
sia of choice is combined anaesthesia, namely, in- 
Altration with 0.5 per cent procain hydrochloride 
supplemented by nitrous oxide and oxygen by 
inhalation. 


Friedgood, H. B.: The Effect of Lugol’s Solution on 
Chronic Lymphatic Leukemia and Its Bear- 
ing upon the Pathogenesis of Exophthalmic 
Goiter. Am. J. M. Sc., 1932, clxxxiii, 515. 

Chronic lymphatic leukemia is usually associated 

with an elevation of the basal metabolic rate. Be- 
cause of the depressing effect of iodine on the basal 
metabolic rate in exophthalmic goiter and such con- 
ditions as pernicious anemia, acromegaly, and poly- 
cythemia, the author studied the effect of Lugol’s 
solution on the basal metabolic rate, clinical picture, 
and laboratory findings in ten cases of chronic lym- 
phatic leukaemia. In all of these cases there was a 
definite elevation of the basal metabolic rate, but 
the basal pulse rate was not materially increased. 
The physical signs and clinical symptoms of the 
disease were qualitatively similar to those of exoph- 
thalmic goiter although less marked. This fact sug- 
gested that the fundamental disturbance in both of 
these conditions is a hyperactivity of the sympa- 
thetic nervous system. 

The administration of Lugol’s solution produced 

a response similar to that seen in exophthalmic 
goiter, but the percentage frequency of the response 
was somewhat lower. The effects included a tempo- 
rary decrease in the basal metabolic and pulse rates 
and a reduction of the nervous manifestations, the 
size of the lymph nodes, and the total leucocyte 
count. In some cases the Lugol’s solution seemed to 
increase the hemorrhagic tendency and to lower the 
erythrocyte count and the hemoglobin. Occasion- 
ally there was a paradoxical response with exagger- 
ation of the sympatheticomimetic symptoms. 

The author concludes that exophthalmic goiter 
is not a disease of the thyroid gland, but primarily 
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a disturbance of the sympathetic nervous system. 
Leo M. ZimMerMAN, M.D. 


Wilson, J. G.: Laryngeal Vertigo: Its Relation to 
Cataplexy. Arch. Otolaryngol., 1932, Xv, 534. 


“Laryngeal vertigo” is the name applied to a 
sequence of abnormal motor responses produced re- 
flexly from the larynx under conditions which are 
poorly understood. The essential phenomena are 
a fall with or without loss of consciousness and with 
speedy and complete recovery. Prolonged closure 
of the glottis with an increase in the intrapulmonary 
pressure may be associated with syncope. 

It appears that in laryngeal vertigo and in some 
cases of cataplexy there are common factors, namely, 
closure of the larynx and arrest of respiration fol- 
lowed by a fall to the ground. The fall can be ex- 
plained by a diminution of tonus in the postural 
muscles of the body. Georce A. Cottert, M.D. 


Hoover, W. B.: Bilateral Abductor Paralysis: Oper- 
ative Treatment by Submucous Resection of 
the Vocal Cords. Arch. Otolaryngol., 1932, xv, 339- 


In bilateral abductor paralysis there is a loss of 
function of the crico-arytenoideus posticus muscles 
which normally abduct the vocal cords, open the 
glottis, and permit the free passage of air from the 
upper to the lower respiratory passages. 
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Loss of this function must be the result of one or 
more lesions in the brain near the nuclei of the vagus 
or along the course of the vagus or recurrent laryn- 
geal nerves. At the Lahey Clinic, bilateral abductor 
paralysis has been found due most frequently to 
direct trauma, injury due to surgical procedures in 
the regions through which these nerves pass, or 
direct pressure from involvement by a pathological! 
condition in these regions. In seventeen of the auth 
or’s eighteen cases the paralysis was related to a 
thyroid condition, and in fourteen it followed a 
thyroid operation. There is usually a history of 
hoarseness, loss of voice, “choking spells,” and stri- 
dor following a thyroid operation. Examination 
shows the arytenoids and vocal cords in the median 
position with only a narrow opening between them 
and the cords drawn downward and closer together 
on inspiration. 

The only method of treatment which the autho: 
has found of value is submucous resection of the 
cords and larynx. This consists in removal of the 
soft tissue between the mucous membrane and the 
cartilage of the lateral wall of the larynx to increase 
the lumen. Hoover describes the operation, reports 
cases in which it was used, and concludes that it is a 
relatively safe and certain method of overcoming the 
obstruction of bilateral abductor paralysis. 

M. HERBERT BARKER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Orlando, R.: Ventriculoscopy (La ventriculoscopia). 
Semana méd., 1931, Xxxviii, 1938. 

It has been very difficult to study the physiology 
of the gray nuclei at the base of the brain by 
electrical stimulation. The author proposes a new 
method in which electrodes are applied directly 
under the control of vision. He accomplishes this 
by means of ventriculoscopy. Encephalography or 
ventriculography is first done by Dandy’s method. 
The roentgenograms thereby obtained give a good 
idea of the size, form, and position of the ventricles. 
Any of the prolongations of the ventricle can be 
studied with the patient in a sagittal position, but 
to study the gray nuclei a frontal approach is 
necessary. 

Ventriculoscopy requires a certain amount of 
dilatation of the ventricles. For purposes of locali- 
zation the patient’s head is shaved and a point is 
marked 8 cm. from the superciliary arch and 1% 
cm. from the frontal suture on the side to be 
examined. When a line is drawn from this point to 
the external orifice of the ear and a horizontal line 
is dropped to this point, the two lines form an 
acute angle of about 45 degrees which is open up- 
ward and forward. When this angle is compared 
with a similar angle on the lateral ventriculograms, 
measurements can be obtained which show the 
exact direction and inclination that must be given 
the needle and illuminating apparatus in order to 
strike the ventricle. 

With the patient in ventral decubitus with his 
chin forward and firmly supported so as to immo- 
bilize his head, trephination is performed at the 
point mentioned and a fine needle is introduced 
into the ventricle. Ata point about 3 mm. from this 
needle a second needle is introduced to form a sort 
of track along which the ventriculoscope can be in- 
troduced. 

_ The steps of the method are shown in illustra- 
tions. 

This procedure was used in the case of a fourteen 
year-old boy, a congenital idiot with hydrocephalus. 
A good view of the walls of the lateral ventricle was 
obtained, but when the stimulating electrodes were 
introduced the light burned out and it was impos- 
sible to complete the examination. 

Aubrey Goss Morcan, M.D. 


Adson, A. W.: The Evaluation of Pneumoven- 
triculography and Encephalography. Am. J. 
Roentgenol., 1932, xxvii, 657. 


Ina review of a series of 217 cases of suspected brain 
lesions Adson found that exploratory craniotomy was 
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performed in 187. The exploration was done for tumor 
or suspected tumor of the brain in 158 cases, for 
abscess of the brain in 11, and for miscellaneous 
cerebral lesions in 18. 

The roentgenogram made positive localization of 
the lesion possible in 57 cases. In 85, it was negative, 
and in 74 it showed evidence of increased intra- 
cranial pressure. 

Ventriculography is a valuable aid in the differ- 
ential diagnosis and localization of brain tumors, 
but should not be used indiscriminately or substi- 
tuted for thorough neurological examination. It is of 
particular value when the patient is comatose and 
when, therefore, it is difficult to elicit neurological 
signs. It is valuable also in distinguishing between 
tumors of the frontal lobe and the cerebellum. In 
some cases it may prevent an unnecessary craniot- 
omy by revealing normal ventricles or a subcortical 
inaccessible tumor of the midbrain. Occasionally it 
may be employed as an aid in the localization and 
differential diagnosis of chronic brain abscess, but 
its routine use in this condition would be unwise as a 
sudden change in the intraventricular pressure may 
result in rupture of the abscess. It has proved of 
value also in the localization of baso-arachnoiditis 
obstructing the fourth ventricle. Occasionally it 
may be employed for that group of indeterminate 
cerebral lesions in which the symptoms suggest the 
presence of a degenerative process more than a 
tumor. 

Encephalography is of greatest value in the 
differential diagnosis and localization of arach- 
noiditis, posttraumatic lesions, and atrophy of the 
brain. Occasionally it may be used as an aid to 
localization in cases in which tumor of the brain is 
suspected in the absence of increased intracranial 
pressure. According to Penfield and Frazier, it may 
be used occasionally as a therapeutic measure for 
posttraumatic cerebral lesions. The author has 
gained the impression that encephalography is being 
abused as it is sometimes employed in cases in which 
the clinical features are sufficient for diagnosis. 

In comparing the studies of estimation of ventric- 
ular volume with those of ventriculography, it is 
apparent that the surgeon is able to determine 
whether one or both lateral ventricles are collapsed 
or dilated and whether they communicate with 
each other or with the postcisterna. This may be 
sufficient evidence to warrant immediate explor- 
ation without the use of ventriculography, especi- 
ally if the tumor of the brain is situated in the 
posterior fossa. 

In conclusion the author says that the best results 
in the localization of cerebral lesions are obtained by 
close codperation between the neurologist, the 
radiologist, and the neurosurgeon. 
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Davidoff, L. M., and Dyke, C. G.: “An Improved 
Method of Encephalography. Bull. Neurol. Inst. 
New York, 1932, ii, 75. 

This article is a preliminary report limited to a 
description of certain improvements in the technique 
of encephalography. The authors wish to emphasize 
that it is possible to obtain good encephalograms 
with much less air than is usually introduced and 
thereby materially to decrease the discomfort to 
the patient both during and after the examination. 
The severity and duration of the symptoms occur- 
ring during and after the lumbar injection of air 
seem to depend upon the amount of air used in rela- 
tion to the size of the ventricles. The authors have 
learned to determine the amount of air necessary 
in a given case by making a roentgenogram after 
the injection of 20 c.cm. of air. This roentgenogram 
shows whether the ventricular system is of normal 
size or dilated. If the size of the ventricles is within 
the normal limits, the injection of from 50 to 70 
c.cm. of air is sufficient for excellent encephalo- 
grams. 

The authors are convinced that, for proper inter- 
pretation of the X-ray findings, stereoscopic roent- 
genograms should be made from four sides with the 
head both vertical and horizontal. They have 
followed this rule for two years in over 300 cases 
and have proved that the practice of taking roent- 
genograms in only the vertical or the horizontal 
position of the head may lead to error. They have 
been able to demonstrate also that the relatively 
large number of exposures is free from danger. 


Eley, R. C., and Vogt, E. C.: Encephalography in 


Further Observations in Children 
Am. J. 


Children: i 
with Mixed Lesions of the Brain. 
Roentgenol., 1932, Xxvii, 686. 


This article reports a continuationYof the study 
reported by Crothers, Vogt, and Eley in the Amer- 
ican Journal of Diseases of Children in 1930. It is 
based on 350 cases of fixed lesions of the brain which 
were seen at the Children’s and Infants’ Hospital in 
Boston. There were no deaths directly attributable 
to the encephalography. The authors believe that 
encephalography is indicated when it is impossible 
fully to understand the conditions present or to offer 
definite information regarding the prognosis, edu- 
cational problems, and disposition of the patient, 
and when it desired to present concrete and con- 
vincing evidence of the condition present to the 
patient’s family. They consider it contra-indicated 
by evidence of increased intracranial pressure. 

Following a description of their technique and a 
discussion of the common complications that may 
arise and their treatment, the authors report a num- 
ber of cases to show the information that may be 
obtained by encephalography in fixed brain lesions 
caused by trauma, hemorrhage, developmental de- 
fects, and infection. 

They conclude that the information obtained by 
encephalography warrants the risks involved, and 
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that judicious use of the procedure should eventually 
lead to a better understanding and classification of 
such conditions as epilepsy, feeble mindedness, ani! 
cerebral palsy in children. Eric OLDBERG, M.D. 


Bagley, C., Jr.: Spontaneous Cerebral Hzmor- 
rhage: Discussion of Four Types, with Surgical 
Considerations. Arch. Neurol. & Psychiat., 1932, 
XXVii, 1133. 

Bagley discusses four types of spontaneous cere 
bral hemorrhage, citing illustrative cases of each. 
The grouping depends first on whether the bleeding 
occurs into the meningeal spaces or into the brain 
Cases of bleeding into the meningeal spaces are 
subdivided into those with a small and those with a 
large amount of blood in the cerebrospinal fluid, and 
cases of intracerebral bleeding are subdivided into 
those in which the clot is near the surface of the 
brain and those in which it is deep in the substance 
of the brain. 

In cases of mild meningeal bleeding the patient 
suffers from headache, vomiting, confusion, and de 
lirium of various degrees. Examination reveals a 
leucocytosis, moderate fever, an increased pulse rate, 
rigidity of the neck, and a positive Kernig sign. The 
spinal fluid is found mixed with blood which does not 
coagulate on standing, and the supernatant fluid is 
yellow. When the bleeding is moderately severe the 
disks may show oedema. These are the most favor 
able cases, recovery usually resulting within a few 
weeks under treatment by judicious lumbar taps. 

When the meningeal bleeding is severe the signs of 
meningeal irritation may be overshadowed by those 
of increased intracranial pressure. The immediate 
symptoms usually consist of convulsions and coma. 
If the blood accumulates at the base, there is high 
fever with a rapid pulse and respiratory rate. The 
blood may escape into the brain substance, forming 
a clot and causing focal signs. The bleeding may be 
so excessive that the patient succumbs immediately 
or may become severe after a minor hemorrhage. 

Intracerebral hemorrhage deep in the substance 
of the brain usually occurs in the region of the cen- 
tral ganglia, although any part may be affected 
In this condition paralysis usually occurs early and 
persists. The deep reflexes are abolished on the 
contralateral side, and the limbs are flaccid. When 
the hemorrhage is slight, partial or complete recov- 
ery may occur. When the extravasation is large, the 
breathing becomes irregular and the pulse rapid, 
and death often results. Because of the serious 
damage to the brain and the inaccessibility of the 
lesion, neurosurgery is of little aid. 

Superficial intracerebral hemorrhage is usually 
accompanied by signs of increased intracranial pres 
sure and often by focal signs which occur suddenly 
and progress slowly. The condition is frequently- 
amenable to surgical treatment by which the clot 
can be removed or, if it has gone on to the stage o/ 
liquefaction, the blood can be aspirated. 

With regard to the cause of spontaneous menin- 
geal bleeding the author states that he has known 
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such hemorrhage to be due to the rupture of small 
aneurisms, congenitally weak arteries, and vessels 
damaged by sclerosis, syphilis, bacterial infection, or 
trauma. 

[he cause of spontaneous intracerebral hamor- 
rhage is still disputed. The author presents the views 
of various authorities who attribute such bleeding to 
the rupture of miliary aneurisms, arteriosclerosis, or 
preceding softening around the vessel, due perhaps 
to spasm, which permits leakage of the vessel wall. 

Leo M. Daviworr, M.D. 


Swift, G. W.: Epilepsy. Surg., Gynec. & Obst., 1932, 
liv, 566. 

The author reviews the recent literature on 
idiopathic epilepsy especially as regards faulty water 
metabolism as the causative factor. He describes 
the anatomy and anomalies of the dural venous 
sinuses and discusses the effects of such anomalies 
upon the normal absorption of cerebrospinal fluid. 
He suggests that periodical convulsive seizures of 
idiopathic epilepsy may begin with a gradual ac- 
cumulation of cerebrospinal fluid over the cortex and 
the cisterns of the brain which causes constant 
irritation of the cortex and particularly of the motor 
areas. He attributes this stasis of cerebrospinal fluid 
to blocking of cerebrospinal fluid absorption by an 
inflammatory condition of the arachnoid or of the 
pacchionian bodies or by pressure upon or anomalies 
of the venous channels between the superior sinus 
and the heart. In 20 per cent of idiopathic epileptics 
he has been able to demonstrate anomalies of the 
dural venous sinuses which he believes may be cor- 
rected by what he calls ‘mobilization of the trans- 
verse sinus.” He reasons that this mobilization 
produces sufficient improvement of the venous re- 
turn to prevent, under normal conditions, an ab- 
normal accumulation of cerebrospinal fluid in the 
subarachnoid spaces. The operation he advises con- 
sists of removal of the occipital bone overlying the 
transverse dural venous sinuses. 

In reviewing the results of his operation over a 
period of approximately five years, Swift divides the 
110 cases into 3 groups. The first group consisted of 
33 cases which were operated upon in the period 
from 1925 to 1927. At that time the operation was 
merely a modified suboccipital decompression with- 
out opening of the dura and without an attempt to 
mobilize the transverse sinus. Three of the patients 
were reported as being cured and 15 as relieved of 
their grand mal seizures. In the second group, which 
consisted of 65 cases, the bone over the transverse 
sinus was removed and a modified suboccipital de- 
compression was done. A cure resulted in 7 cases and 
relief of the grand mal seizures in 25. The 12 cases in 
the third group were operated upon most recently. 
In these, the sinuses were exposed more widely. 
Eleven patients have shown marked improvement in 
both the grand mal seizures and in mentality. 

The author advises encephalographic studies be- 
fore operation in all cases. 

R. GLEN SpurLING, M.D. 
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Purves-Stewart, Sir J., and Hocking, F. D. M.: 
Disseminated Sclerosis. Lancet, 1932, ccxxii, 005. 
The authors have confirmed the presence of 
spherules in cultures of cerebrospinal fluid from 
cases of disseminated sclerosis. They have found 
similar spheres in other organic nervous diseases— 
tabes, taboparalysis, amyotrophic lateral sclerosis, 
and tuberculous meningitis. They have found them 
also in pus-containing serous fluid from the pleura, 
peritoneum, and syphilitic chancre. They have 
never found them in normal fluids. 

The tor cases of multiple sclerosis reviewed were 
divided into 3 groups—early, moderately advanced. 
and advanced. Of 22 early cases, all but 2 showed 
arrest of the condition or clinical improvement 
after treatment. Of 62 moderately advanced cases, 
the condition continued to advance in one-fifth and 
became arrested or improved in four-fifths. Of 
17 advanced cases, the condition continued to pro- 
gress in 5 and remained stationary in 12. 

Of the 22 early cases, all of which yielded positive 
cultures, the cultures became negative after treat- 
ment in 3, became less strongly positive in 6, and 
remained unchanged in 15. Of the 62 moderately 
advanced cases, the cultures became negative in 4, 
became less strongly positive in 17, remained un- 
changed in 34, and became more strongly positive 
in 7. Of the 17 advanced cases, the cultures became 
negative in 3, became less strongly positive in 3, 
remained unchanged in to, and became more 
positive in 1. 

The characteristic colloidal gold curve was posi- 
tive in 83 of the 1o1 cases. In 35 cases it showed 
definite improvement, in 11 it became more marked, 
and in 47 it remained unchanged. 

The globulin reaction was positive in 72 cases, 
but in 24 of these it became negative or only faintly 
positive. Davin J. Impastato, M.D. 


Trias, A.: Intracranial Arteriography in the Diag- 
nosis of Cerebral Tumors (La arterografia intra- 
craneana en el diagnédstico de los tumores cere- 
brales). Rev. de cirug. de Barcelona, 1932, ii, 30. 


The author wonders why intracranial arteriog- 
raphy is ignored in the neurological clinics of Europe 
and America. He has used it himself in eight cases. 
The main carotid artery is exposed under local anexs- 
thesia. Moniz recommends preliminary elastic liga- 
tion of the artery and injection on one side at a time, 
but Trias, since his first experience, has omitted 
compression, making the injection into the free 
artery. This permits him to do a bilateral injection 
at one sitting. The roentgenograms are taken im- 
mediately and very quickly—one-tenth of a second. 
In the earlier cases in Trias’ series from 6 to 8 c.cm. 
of a 25 per cent solution of sodium iodide were in- 
jected, but in the later cases thorotrast was em- 
ployed as it was found less distressing to the pa- 
tients, especially those operated upon under local 
anesthesia. In several cases a second and even a 
third injection was necessary because the patient 
moved, but was without harmful effects. 
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Arteriography of the cerbral vessels is of diagnostic 
aid as arterial displacement indicates the presence 
of a tumor pushing the vessels out of their normal 
position and anemia indicates a pathological change 
in a cerebral area. Gliomata, meningoblastomata, 
angiomata, and cysts of a benign nature have been 
successfully diagnosed by this method. The author 
believes that cerebral arteriography should be used 
routinely in all neurological services as it is simple, 
harmless, and efficient. James T. Case, M.D 


Cushing, H.: The Basophile Adenomata of the 
Pituitary Body and Their Clinical Manifesta- 
tions (Pituitary Basophilism). Bull. Johns Hop- 
kins Hosp., Balt., 1932, 1, 137. 


Attention is called to a polyglandular syndrome 
caused by basophile adenomata of the pituitary 
body. This syndrome, formerly supposed to be of 
adrenal cortex origin, is characterized chiefly by an 
acute plethoric adiposity, genital dystrophy, osteo- 
porosis, vascular hypertension, and_ glycosuria. 
Cushing reviews twelve cases, two of which were his 
own. In six of the eight cases coming to autopsy 
a pituitary adenoma was found, and in the three most 
carefully studied cases the adenoma was shown defi- 
nitely to be composed of basophilic elements. 

In conclusion Cushing says that as a basophile 
adenoma of the pituitary gland may cause this syn- 
drome without producing apparent changes in the 
adrenal cortex other than a possible secondary hyper- 
plasia, pathologists should make a careful study of 
the anterior lobe of the pituitary gland in cases 
which present the syndrome. 

RoBert ZOLLINGER, M.D. 


Cid, J. M., and Cames, O.: Two Cases of Ependy- 
moma of the Third Ventricle (Dos casos de epen- 
dimoma del tercer ventriculo). Rev. méd. Lat.-Am., 
1932, XVli, 532. 


Ependymomata of the brain are usually found in 
the fourth ventricle. Their occurrence in the third 
ventricle has been reported only a few times. In 
the authors’ two cases of ependymoma of the third 
ventricle the syndrome suggested a hypophyseal 


tumor. In the first case the neoplasm was mani- 
fested first by a psychosis. Later, ocular and neuro- 
logical symptoms developed. Autopsy disclosed a 
tumor extending from within the sella into the third 
ventricle. Microscopic study of tissue from different 
portions of the growth showed a uniform structure. 
In the second case there were ocular symptoms and 
X-ray’ examination suggested sellar changes. At 
operation, performed under local anesthesia, a few 
small fragments of the tumor were removed with a 
curette. The patient was removed from the hospital 
by the family and died eight days after the opera- 
tion. Autopsy was not performed but the diagnosis 
of ependymoma was based on examination of the 
fragments removed at operation. 

Detailed histological descriptions of the tissues 
from both cases are supplemented by photomicro- 
graphs. A. E. Tart, M.D. 
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Davie, T. B.: Medullo-Epitheliomata of the Brain 
and Retina. J. Path. & Bacteriol., 1932, xxv, 350. 

Davie reports a pathological study of medullo 
epitheliomata of the brain and retina and describes 
one such tumor of the cerebrum and two of thx 
retina. He agrees with Bailey and Cushing that 
the retinal and cerebral types should be classified 
separately. He believes that in describing those of 
retinal origin the suffix ‘“‘retine’’ should be use: 
His reasons for this are twofold. In the first plac: 
the tumors arising in the cerebrum spring only from 
the roof or floor plates of the brain, whereas an 
gliomatous retinal growth which extends to the pars 
ciliaris retine in this situation will show medull. 
epiblastomatous characteristics in this region. Se: 
ondly, the two types differ histologically, there 
being a difference in the stroma, and the retin! 
type shows no evidence of an external limiting men 
brane to the columnar cell layers. 

The author concludes from his study of these 
tumors that the dictum ‘ Malignancy of gliomat: 
generally corresponds inversely to the differentiation 
of cellular type” must be accepted with caution 
He states that medullo-epitheliomata must represent 
either the most de-differentiated state of a growth 
arising from matured forms of glial cells or pure 
undifferentiated tumors arising from such foci of 
primitive medullary epithelium as may remain in 
the developed brain and adnexa. He holds to the 
latter view because medullo-epitheliomatous tissue 
is not found in mixed types of cerebral gliomata and 
all recorded examples of this tumor have arisen from 
sites in which primitive medullary epithelium is 
known to persist in the developed brain. 

Davie urges that these tumors be reported more 
frequently as they constitute a distinct group and 
offer sidelights on the causation of rapidity of 
growth of neoplasms. Eric OLpBERG, M.D 


Crawford, A. S.: The Intracarotid Treatment of 
Meningitis. Experiences with Pregl’s Solution 
of Iodine. A Further Report. J. Am. M. As 
1932, XCVill, 1531. 

Crawford reviews thirty-one cases of meningitis 
reported from six clinics which were treated bh) 
intracarotid injections of Pregl’s solution of. iodine 
with or without the use of a specific serum or some 
other form of chemotherapy. Pregl’s solution is 4 
colloidal iodine solution made from a water-soluble 
compound with a 0.035 to 0.04 per cent content vi 
free iodine and various iodine salts. In the twenty- 
five cases in which the condition was not due to the 
meningococcus there were six recoveries. In six of 
the meningococcic type which had shown an 
unfavorable response to special medical treatment 
there were four recoveries. Two recoveries result«! 
in five cases of brain abscess and also in three cases 
of septicemia. In a case of encephalitis deat) 
resulted, and in a case of Vincent’s lung abscess th« 
treatment was followed by improvement. 

The author believes that in the treatment of ce:- 
tain cases of meningitis surgical assistance wil! 
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always be necessary. When a fibrinous exudate 
blocks communications early or prevents adequate 
distribution of injected remedies the intracarotid 
route of treatment is invaluable. By this method of 
administration a remedy may be made effective 
when otherwise it would fail. The intracarotid route 
seems to be the most direct and certain approach to 
the infected brain and membranes in meningitis. 

Early diagnosis is of paramount importance. 
Adequate drainage should be established promptly. 
Continuous drainage is probably best. If this is 
established through needles, the punctures should 
be done regularly, three or four times a day. 

The treatment should be as specific as possible. 
When the condition is not likely to respond to 
medical treatment, surgery should be tried. 

Pregl’s solution of iodine may be administered 
safely in doses of from 20 to 30 c. cm. daily for 
three or four days. Its prolonged or excessive use, 
however, may damage the kidneys. There is prac- 
tically no tendency toward thrombosis of vessels at 
the site of its injection. | AnrHony F. Sava, M.D. 


Sena, J. A.: The Optic Canal. Roentgenological 
and Clinical Considerations (K] conducto optico, 
consideraciones radiograficas y clinicas). Semana 
méd., 1932, XXXix, 702. 


The most important contributions to the roent- 
genological study of the optic canal with regard 
particularly to tumors of the optic nerve, the retro- 
ocular extension of retinal gliomata, and the ex- 
tension of orbital tumors to the cranial cavity have 
been made in North America and especially by 
Goalwin. The extension of orbital tumors is usually 


accompanied by enlargement of the optic nerve with 
a resulting dilatation of the canal which should be 
demonstrable in the roentgenogram. The roentgeno- 
gram will also show fractures in the vicinity of the 
optic canal consecutive to cranial traumatism. The 
author lists the indications for X-ray study of the 
optic canal as follows: 

1. Optic neuritis, papillary stagnation, retro- 
bulbar neuritis, and atrophy of the optic nerve. 

2. Sphenoidal affections and other conditions re- 
lated to the optic nerve. 

3. Orbital, ocular, and optic nerve tumors. 

4. Cranial fractures, certain or suspected, recent 
or old. 

5. Foreign bodies in the orbit. 

6. Deformities of the skull with vascular dis- 
turbances. 
_ 7. Tumors of the anterior and middle cranial 
losse. 

8. Certain general conditions such as Paget’s 
disease, acromegaly, and rickets. 

9. Tuberculosis with symptoms related to the 
optic nerve. 

10. Medicolegal cases in which indemnity is 
claimed for loss of vision caused by an accident. 

The length of the optic canal varies from 2 to 10 
mm. and averages from 5 to 8 mm. Its diameter 
averages 4.5 mm. 
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The canal is subject to many anomalies, including 
total absence and duplication. Frequent variations 
occur also in the sphenoidal and ethmoidal sinuses. 
The canal is well developed in the early years of life. 
At the age of five years it is 4.5 mm. long. 

The first roentgenogram was obtained, in a 
fortuitous manner, by Rhese. In ro1t7, Stenvers 
studied the internal auditory canal to aid in the 
diagnosis of acoustic tumors and later he extended 
his method to include examination of the optic canal. 
Balli, Del Duca, and more recently, Goalwin have 
modified the position of Rhese. Arganarez has de- 
vised an instrument to place on the head for locating 
the central ray in the direction necessary to cast the 
shadow of the optic canal in the clear area of the 
orbit. The head piece is adaptable to any size and 
shape of cranium. 

In the interpretation of the roentgen findings it is 
necessary to consider: (1) the form of the optic 
canal in cross section, (2) the dimensions of this 
section, (3) changes in the lumen, (4) the structure 
of its walls, and (5) changes in adjacent parts. 

When a focus-film distance of 53 cm. is used the 
dimensions of the optic canal are equivalent to the 
roentgenographic dimensions multiplied by 0.784. 

The rest of the article is devoted to clinical 
considerations. James T. Case, M.D. 


Harris, W., and Wright, A. D.: The Treatment of 
Clonic Facial Spasm. (a) By Alcohol Injection. 
(b) By Nerve Anastomosis. = Launcel., 
ccxxii, 657. 


1932, 


Clonic facial spasm is an intermittent series of 
contractions of the facial muscles limited to one side 
of the face and not involving all of the facial mus- 
culature to an equal degree. The unilateral distri- 
bution of the spasms distinguishes the condition 
from spasmodic tic, psychomotor blepharospasm, 
habit spasms, chronic chorea, and other types of 
intermittent grimacing of psychical origin. Spon- 
taneous cure of clonic facial spasm has never been 
reported. 

The authors believe that the condition is due to 
some form of degenerative neuritis. The neuritis 
may be in the region of the geniculate ganglion since 
in a well-marked case of some years’ duration it is 
always easy to demonstrate facial nerve weakness, 
contracture. and overaction on that side. Clonic 
facial spasm has followed Bell’s palsy and has been 
seen in association with paroxysmal trigeminal 
neuralgia. It may develop also after local injuries 
to the parotid region or cheek, possibly as the result 
of scarring involving branches of the facial nerve. 
Hemispasm of the face may occur in cases of cerebral 
lesions such as those causing general paralysis and 
cases of encephalitis lethargica and basal tumor. 

The results of the treatment of clonic facial 
spasm by the injection of alcohol are only tem- 
porary. The relief lasts only from three to six 
months. In the Schloesser method, the two main 
branches of the facial nerve are injected at the point 
where they cross the posterior border of the mandible 
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in front of the ear. When both branches of the 
facial nerve are injected the resulting facial paresis 
may be partial or total according to the amount of 
alcohol injected. 

For permanent cure, the facial nerve must be 
divided and its peripheral portion permanently 
separated from the irritable center above. The 
treatment preferred by the authors is faciohypo- 
glossal anastomosis. This has been used by them in 
five cases with favorable results. The operation 
and postoperative treatment are described in 
detail. Davi J. Impastato, M.D. 


Sicard, A.: The Arrangement of the Bundles in the 
Root of the Trigeminus (La disposition des 
radicules dans la racine trijumeau). Ann. d’anat. 
path., 1932, ix, 281. 


The author briefly reviews the literature on the 
anatomy of the posterior root of the trigeminal 
nerve and presents his findings in the dissection of 
forty-two roots. The sensory and motor portions 
are considered separately. 

Sicard was struck by the extreme variation in the 
arrangement of the nerve fascicles in the sensory 
root. He states that he never found two alike, a 
fact which renders their description difficult. How- 
ever, he differentiated three general schematic types 
of arrangement. 

In the first type, which was found in twenty-three 
roots, the fibers occupying the medial aspect of the 
root near the protuberance exposed themselves on 
the superior aspect of the root and ran toward the 
posterior border of the ganglion where they occupied 
about two-thirds of the superficial area and seemed 


to connect with the ophthalmic and maxillary por- 
tions of the ganglion and some of them also with the 


mandibular portion. The fibers from the external 
portion of the root near the pons underwent torsion 
in the inverse direction. Thus there was a double 
scroll-like formation, the internal fibers becoming 
superior and the external fibers becoming inferior, 
the fibers from each of the ganglionic centers occupy- 
ing at the same time the superior and the inferior 
part of the root. 

In the second type of arrangement, which was 
found in fifteen roots, the fibers ran almost parallel. 
The fibers from the internal border of the root were 
directed to the ophthalmic portion of the ganglion 
and those from the external border of the root to the 
mandibular portion. However, in all cases some of 
the fibers crossed the superior or inferior aspect of 
the root from one border to the other. 

The third type of arrangement was the reverse of 
the first type in that the fibers of the external aspect 
of the root at the pons became superior and were 
distributed to the external aspect of the ganglion 
while the internal fibers of the root became inferior 
and were distributed to the medial two-thirds of the 
ganglion. Very numerous anastomoses were noted 
at the posterior border of the ganglion, frequently 
along the course of the root but rarely near the pro- 
tuberance. 
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The author describes also fibers from the sensory 
portion entering the motor division close to the pro 
tuberance, fibers from the motor root entering the 
ganglion, and numerous anastomoses between the 
motor and sensory roots along their course. These 
were present in about 25 per cent of the roots 
examined. Sicard believes they explain the per- 
sistence or the return of a degree of sensation whic} 
is sometimes noted in the area of mandibular supp! 
after total neurotomy with conservation of the 
motor root. On the other hand he states that he has 
never been able to individualize the accessory se: 
sory fibers which Dandy has described. 

Sicard concludes from these observations that it 
is never possible to affirm that partial section wii! 
interrupt or spare only the fibers going to one or thi 
other of the peripheral branches, but that when the 
medial one-fourth of the sensory root is conserve:| 
the fibers mediating corneal sensation are certai 
to be spared and postoperative eye complications 
may be avoided. HALE Haven, M.D. 


Valentim, J. G.: Glosso-Palato-Pharyngeo-Laryn- 
geal Hemiplegia, Anterior Condyloid-Poste- 
rior Lacerate Foramen Syndrome, or Paralysis 
of the Last Four Cranial Nerves (Hemiple: 
glosso-palato-pharyngo-laryngea, ou syndrome co 
dylo-despedacado-posterior, ou ainda dos quatro 
ultimos nervos craneanos). Anais da Soc. de med. « 
Porto Alegre, 1931, i, 113. 

The point of exit of the glossopharyngeal, pneumo- 
gastric, and spinal accessory nerves is the posterio: 
lacerate foramen, and that of the hypoglossal ner: 
the anterior condyloid foramen. Paralysis of thi 
pneumogastric nerve alone or with other nerves 
produces syndromes which have been given the 
names of the men who first described them. 

Paralysis of all of the last four cranial nerves is 
unusual. It may be caused by infection, trauma 
intoxication, or compression. The author reports the 
occurrence of such paralysis in a man twenty-year: 
of age who sustained a gunshot wound in which th: 
bullet entered the cheek and came out through the 
nape of the neck. The anatomical relations of th: 
involved region are shown by a diagram. For 
month after the injury the patient was unable t: 
speak. Thereafter he had difficulty in talking and 
his voice remained very hoarse. When he came {0 
examination he complained of difficulty in degluti 
tion and of excessive salivation. The tongue wa 
deviated strongly to the right and the uvula to t! 
left. During provoked nausea the pillars of th 
fauces and the soft palate on the left side wer 
deviated toward the midline while those on the rig! 
side, with the exception of the posterior wall of th 
pharynx which was deviated to the left toward th 
midline, were immobile. The right lateral wall of th: 
larynx was completely paralyzed and immovable 
whereas the left lateral wall was normal. Th 
pharynx and larynx were hyperemic. On the bac: 
of the tongue a marked disturbance of taste for 
salt, sugar, and quinine was found. The tongue an 
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pharynx were insensitive to touch, whereas both 
sides of the larynx were sensitive. Reflux of fluid 
sometimes occurred through the nose. The patient 
was unable to whistle. His voice was hoarse and 
nasal. No abnormalities of the eyes, ears, or face 
were found. The patient was able to work. 

A number of similar cases from the literature are 
discussed briefly. They include a case reported by 
Chalier and Gaumont, in which the condition was 
caused by malignant diphtheria; a case reported by 
Bloch, in which the posterior lacerate foramen syn- 
drome was associated with facial paralysis caused 
by trauma; and a case reported by Halplen, in which 
the condition was caused by adenopathy secondary 
to a malignant epithelioma of the sinus, 

AuprREY Goss Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Byers, R. K.: Transection of the Spinal Cord in the 
Newborn: A Case with Autopsy and Compari- 
son with a Normal Cord at the Same Age. 


Arch. Neurol. & Psychiat., 1932, xxvii, 585. 


Head and Riddoch found that a sufficiently large 
segment of human spinal cord isolated by a sharp 
transverse lesion developed extensive reflex activity 
following a period of spinal shock. Severe infection, 
especially in the bladder or in bedsores, seemed to 
prevent or diminish the reflex activity. The reflexes 
tended to include many segments of the cord and to 
involve the muscles, sweat glands, and hollow viscera. 
In the presence of a complete lesion the only move- 
ment obtained was flexion of the lower extremities 
and trunk. In cases of incomplete lesions extensor 
responses were often noted and the ‘‘mass reflex’’ 
was less widespread and never accompanied by the 
voiding of urine. 

In the case reported by the author obstetrical 
trauma caused a transverse myelitis of the lower 
cervical cord. The infant lived four months. This 
length of time allowed the development of degenera- 
tion of the cord demonstrable by the Weigert 
staining method. The reflexes were found to be 
extensive and complex. The findings are reported in 
detail. 

Examination of microscopic sections showed that 
above the transverse lesion there was practically 
complete degeneration of the myelin of the medial 
half of the posterior columns (tracts of Goll) and of 
the spinocerebellar tracts. The lateral and anterior 
columns were lightly stained, an unexplained find- 
ing. Below the lesion the corticospinal tracts were 
degenerated. There were also less well-defined areas 
of degeneration extending anteriorly from the 
corticospinal tracts and corresponding to groups of 
fibers of the other long efferent tracts. 

_ Ina comparison made with the normal cord of an 
infant who had died of bronchopneumonia at the 
age of four months it was found that the afferent 
fibers assembled into a compact group—the spino- 
cerebellar tracts, posterior columns, and _ posterior 
herve roots—were most intensely stained. The 
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efferent tracts—corticospinal, rubrospinal, and 
tectospinal—stained lightly, while the anterior 
nerve roots and ground bundles stained to an 
intermediate degree. ‘The corticospinal tracts ap- 
peared to have the least well-developed myelin. 
The absence of a lightly stained area corresponding 
to the uncrossed corticospinal tracts was ascribed 
by the author to absence or small size of these tracts 
in the child examined. E. S. Pratt, M.D. 


Lorenzetti, C.: Early Laminectomy for Fracture of 
a Vertebra with Displacement and Paralysis 
from Compression of the Cord. Cure. (Inter- 
vento precoce di laminectomia per fratture vertebrale 
con spostamento e paralisi da compressione midol- 
lare. Esito di guarigione). Clin. chir., 1932, viii, 133. 

There has been a great deal of discussion as to 
whether laminectomy is indicated for fractures of 
the vertebra. The statistics are not very favorable. 
The Massachusetts General Hospital reported thirty- 
five operations with no cures, improvement in only 
three cases (9 per cent) no improvement in four 
cases (11 per cent), and death in twenty-eight cases 
(80 per cent). At the Surgical Clinic of Milan 
operation has been performed in three cases of total 
interruption of the cord and complete paralysis. 
One of the patients died four days after the operation 
and another died a little later from infection of the 
urinary tract. The third is living a year after the 
operation, but is bedridden. 

The value of the operation depends upon whether 
the injury of the cord is total or partial, and this is 
often difficult to determine. If the injury of the cord 
is only functional and due to compression, operation 
will be successful, but if there is severe anatomical 
injury or complete interruption of the cord, opera- 
ation will be useless and will expose the patient to 
the danger of infection. 

The author reports the case of a woman twenty- 
four years old who sustained a fracture of the first 
lumbar vertebra in a fall from a balcony. ‘The 
roentgenogram showed displacement of a fragment 
of the vertebra and there was flaccid paralysis of the 
lower limbs. The paralysis grew worse, but as sen- 
sation was preserved the interruption of the cord 
was evidently not complete. ‘The injury affected 
chiefly the anterolateral motor tracts. A decom- 
pression operation was performed on the tenth day, 
and the patient recovered completely in two and a 
half months. 

On the basis of this case the author concludes that 
operation is indicated if the roentgenogram shows 
displacement of a fragment with pressure on the 
cord; if there is preservation of motion or sensation 
below the injury, showing that the injury of the 
cord is only partial; and if initial improvement 
ceases or the signs of paralysis become worse. It 
should be performed within ten days after the acci- 
dent, before the injury caused by the compression 
becomes irreparable. It should be performed slowly, 
with careful haemostasis and without opening of the 
dura. AupREY Goss MorGan, M.D. 
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PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Fifth Installment. Am. J. Surg., 1932, 
Xvi, 351. 

The fifth installment of this monograph deals 
with the technique of operations on the peripheral 
nerves and the treatment to be given after such 
operations. The authors believe that the preparation 
of the operative field is best done by the surgeon 
himself as he has a better understanding than his 
assistants of the problems which may be encountered. 
An important factor is arrangement of the operative 
sheetings so that the entire extremity will be freely 
exposed and so placed that it can be observed and 
manipulated without contamination of the surgical 
field. 

The choice of anwsthetic must be based on the 
requirements of the individual case. In the authors’ 
cases local anesthesia is used as often as general 
anesthesia. The authors believe that the routine 
use of a tourniquet for hemostasis is contra- 
indicated, but emphasize that accurate haemostasis 
without undue trauma is essential for good results. 
Long incisions are advocated. The nerve trunks 
should be exposed above and below the lesion and 
then dissected toward the site of the injury. Be- 


cause of the danger of injuring the nerve trunk near 
the point of injury by mistaking it for scar tissue, 
the authors never attempt to find the divided nerve 
ends in the dense scar tissue which is usually present 
at the site of the lesion. When handling of the nerve 
is necessary during its exposure, this should be done 
as gently as possible. 


Methods of handling the 
nerve with minimal trauma are outlined. The 
nerve trunks should be kept moist with physiological 
salt solution while they are exposed. 

The authors describe the technique of end-to-end 
suture and outline methods of grossly identifying 
the normal nerve end and of orienting the proximal 
end in relation to the distal segment so that the 
funicular topography of the two will not be out of 
line any more than necessary. The finest of silk 
suture material is used by the authors in preference 
to catgut because of its greater tensile strength and 
because the reaction of the tissues to it is less than 
the reaction to catgut. 

Methods of overcoming large defects and still 
getting end-to-end apposition of the severed nerve, 
such as mobilization of the nerve trunks, changing 
the joint position, transposition of the nerves, and 
two or more stage stretching operations, are de- 
scribed in detail. The techniques of nerve crossing, 
nerve grafting, and neurolysis are also discussed. 
The electrical examination of the nerves at opera- 
tion by the application of a faradic current through 
sterile electrodes is considered by the authors to be 
invaluable in the determination of the functional 
integrity of a nerve trunk or its component branches 
and bundles. The practice of testing the function 
of a nerve trunk by pinching with forceps or a 
hemostat is condemned. 


The authors consider the after-treatment of pa 
tients who have had a peripheral nerve injury to be 
as important as the operative procedure. The 
state that it is of little value to suture a severe: 
nerve and gain regeneration of its fibers if the e: 
fector mechanisms are shortened, contracted, 1 
brosed, and ankylosed. A result which is the norma! 
physiological function of the part involved can be 
obtained in the majority of cases by the help o| 
passive and active exercises, massage, electro 
therapy, and the use of splints if these agencics 
are employed correctly and at the proper tin 
Details of the indications for, and the application 
of, these adjuncts are given. Methods of massage 
and electrostimulation of the paretic muscles ar 
outlined, and the splints indicated for each of th: 
more common types of nerve lesion are describe: 

HALE HAvEN, M.D 


SYMPATHETIC NERVES 


Pieri, G.: The Treatment of Hyperhidrosis (La cu: 
della iperidrosi). Arch. ital. di chir., 1932, XXXi, 11 


Hyperhidrosis is of three main types—symptomi 
tic, idiopathic, and functional. Symptomatic hype: 
hidrosis is usually secondary to disturbances in 
organs other than the sweat glands, especially in the 
nervous system. Idiopathic hyperhidrosis is no! 
easily explained. Functional hyperhidrosis is simp! 
an exaggeration of the normal sweating functio1 
Although it is impossible to classify all cases oi 
hyperhidrosis as belonging to one of these types, this 
is a good working classification. 

Pieri reports five cases of hyperhidrosis which 
were cured by surgery. One was a case of symptoma 
tic hyperhidrosis of the lower extremities based on : 
sympatheticotonic state; another was a case 0! 
idiopathic hyperhidrosis of one side of the face; ani 
three were cases of functional hyperhidrosis localized 
principally in the feet. 

While hyperhidrosis is not a condition which 
makes surgical treatment imperative, many persons 
with the condition are disturbed by it sufficiently. 
both physically and psychically, to desire relief. |' 
may cause psychic disturbances due to odor, in- 
capacity for certain types of work, or severe macera 
tion and irritation of the skin. Therefore we ma 
speak of a relative indication for surgery in profuse 
hyperhidrosis. 

The surgeon attempts to interrupt the sympathet 
ic fibers at the most suitable sites. In early work, 
Braeucher divided the rami communicantes corre- 
sponding to the dermatomeres affected, but in 
cases in which the origin of the stimuli is probably in 
the sympathetic chain this procedure is useless. [1 
cases of the latter type it is better to resect the 
involved ganglia or simply to interrupt the nerv: 
pathways. 

The author suggests that section of the rami 
communicantes is advisable when the hyperhidrosis 
is well circumscribed or the region is so large that 
resection of the chain or ganglia will be too formid- 
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able. When the hyperhidrosis is associated with 
other trophic disturbances, resection of the ganglia 
alone may be advisable. As in this procedure many 
other fibers are removed, some unnecessary func- 
tional mutilation may result. The optimum place 
for intervention is at the internodal rami, where the 
fibers to the sweating areas converge. At this site a 
maximal effect is obtained with minimal trauma. 
Hyperhidrosis of the face is best treated by sec- 
tion of the carotid nerve, a prolongation upward of 
the superior cervical ganglion. Section of this nerve 
results in anhidrosis of the corresponding half of the 
face down to the level of the hyoid. The operation is 
neither difficult nor dangerous. The same result 


would be obtained by resection of the superior 
cervical ganglion, but the latter would interfere 
with other sympathetic functions. 

If the hyperhidrosis extends to the face and neck 
the interruption in the sympathetic chain should be 
made between the superior and middle cervical 
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ganglia. It then results in anhidrosis of the head and 
neck down to the first intercostal space. This opera- 
tion involves simply isolation of the sympathetic 
chain below the large vessels of the neck at the level 
of the hyoid bone. 

When anhidrosis of the head, neck, and upper 
extremity is desirable, the section should be made at 
the lower pole of the stellate ganglion. ‘This is 
reached by the anterior approach between the two 
insertions of the sternomastoid muscle. 

In hyperhidrosis of the lower extremities the 
transperitoneal approach is imperative. Section of 
fibers to the foot and leg is best done in the inter- 
nodal fiber between the second and fourth lumbar 
ganglia. When the hyperhidrosis is limited to the 
feet, the section may be performed at a level between 
the fourth and fifth vertebra. In conclusion the 
author says that recent studies of the sympathetic 
system have led to considerable progress in the field 
of functional surgery. A. Louis Rost, M.D. 
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CHEST WALL AND BREAST 


Cohn, L. C.: Chronic Lactation Mastitis, Sup- 
purative and Non-Suppurative. Am. J. Cancer, 
1932, Xvi, 487. 


Cohn states that a distinct lump in the breast is 
either clinically malignant or clinically benign. An 
early sign of malignancy is dimpling of the skin 
over the tumor. The neoplasm is considered to be 
of the mastitis type if it feels like the caked breast 
of a nursing woman. If such a mass is associated 
with lactation and accompanied by fever and leuco- 
cytosis, exploration is indicated on the diagnosis of 
lactation mastitis. It may be found to be a solid 
non-encapsulated area firmer than the surrounding 
breast tissue. If operation is delayed the induration 
may disappear spontaneously, undergo suppuration, 
or remain as a residual tumor. 

Chronic lactation mastitis is characterized micro- 
scopically by lactation hypertrophy associated with 
infection. It has frequently been interpreted as 
cancer on microscopic examination. It must be 
differentiated also from the pseudolactation hyper- 
trophy sometimes seen in carcinoma. 

A residual tumor mass may be found very soon 
or some time after lactation mastitis. Areas of 
residual lactation hypertrophy may be present in a 
breast many years after lactation. 

The incidence of chronic lactation mastitis is 1.2 
per cent. Of the forty-three cases studied by the 
author, twenty-four were in the stage of abscess or 
sinus formation. A suppurating sinus excludes cancer 
of the breast unless it is due to an operative pro- 
cedure such as the insertion of radium needles. In 
twenty of the cases reviewed there was no abscess. 
In fifteen of these the complete cancer operation 
was done, and in five only the tumor was excised. 
In none was any evidence of cancer found in sec- 
tions. J. Dantet Witiems, M.D. 


Moure, P.: Arborescent and Proliferating Adeno- 
fibroma of the Breast (L’adénome-fibrome arbo- 
rescent et proliférant du sein). Bull. et mém. Soc. 
nat. de chir., 1932, |vii, 269. 


Moure calls attention to a peculiar type of benign 
tumor of the breast which clinically and macro- 
scopically may give the impression of malignancy. 
Biopsy proves the neoplasm to be benign, but after 
its removal recurrence eventually develops. Moure 
reports a case in which operation was performed for 
a tumor of this type in the upper part of the breast. 
The neoplasm appeared to be encapsulated, but only 
the upper portion could be enucleated. In the lower 
portion there were long ramifications and extensions 
which, in the macroscopic sections, resembled iso- 
lated metastatic nodules. 
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Geometrical reconstruction of the tumor with 
smooth and regular upper portion below and its arbore: 
cent deep portion above. 


Recurrence is due, not to malignancy, but to in- 
complete removal. In all cases the recurrent tumors 
were also proved to be benign by histological exam 
ination. The arborescence and proliferation seem 
due to an exaggerated tendency toward budding 
which is noted in many adenofibromata of the breast. 

The simple enucleation of Velpeau and Morestin 
is not recommended for such tumors. The neoplasms 
must be completely removed. This may be done 
without causing undue mutilation by using a sub 
mammary or periareolar incision. 

These arborescent proliferating tumors are not «i! 
of the same histological type. Of the two reported 
by the author, one was a pericanalicular adenofibro- 
myxoma and the other a papillary adenofibroma. 

Epitu S. Moore. 


Levin, I.: Radiotherapy and Surgery in Advanced 
Cancer of the Breast. J. Am. M. Ass., 10 
XCVill, 977. 

In carcinoma of the breast, metastases in lymp)i 
nodes, lungs, skeleton, and liver occur frequent! 
and in the early stages of the disease. Surgical r 
moval of the carcinoma does not endanger vil 
organs and prevents further metastatic transporti- 
tion of tumor tissue. 

Different types of breast cancer show great vari 
tions in the frequency of metastases. A scirrhou: 
carcinoma may remain localized for years, while 
medullary carcinoma may cause death in a fev 
weeks. In some cases a recurrence may develop sou 
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after radical removal without the development of 
metastatic growths, while in others, distant metas- 
tases may occur as late as twenty years after 
operation without the development of a local recur- 
rence. 

\ secondary metastatic tumor forms only when 
the transported cells succeed in overcoming the 
inhibitory power of the normal tissues where they 
have located. Otherwise they are surrounded by a 
coanective tissue barrier and destroyed. In giving 
prophylactic irradiation it is not necessary to kill 
the cells; it is sufficient merely to suppress their 
proliferating power. 

[In 1929 a committee of the American College of 
Surgeons reached the conclusion that roentgen 
treatment does not improve the results of radical 
surgery in the early cases, but is of definite value in 
the treatment of recurrences. In the author’s 
opinion these obviously contradictory conclusions 
can be explained only by supposing that in the cases 
studied the prophylactic irradiation was given in 
insufficient and variable amounts and the recur- 
rences were irradiated properly. 

In cancer of the breast the histological grading of 
malignancy outlined by Broders is less satisfactory 
than clinical grading. Advanced cases are classified 
in the following eight groups: (1) primary tumor 
movable over the chest wall and axillary lymph 
nodes involved, (2) similar to Group 1, but with 
involvement of supraclavicular or infraclavicular 
lymph nodes, (2) similar to Group 2, but with ulcera- 
tion of the primary tumor, (4) primary tumor 
attached to the chest wall, (5) local recurrence after 
radical mastectomy, (6) metastases in the lungs, 
(7) metastases in the skeleton, and (8) metastases in 
the liver. Each of these groups requires a different 
therapeutic technique. 

In the first group, with metastases in the axillary 
lymph nodes, surgery alone succeeds in only 16 per 
cent of the cases. When both the breast tumor and 
the tumor in the axilla are freely movable the case is 
operable and immediate radical mastectomy should 
be done. Pre-operative irradiation is contra-indi- 
cated, but postoperative irradiation should be begun 
immediately after the operation. Buried capillaries 
of radon should be placed in the axilla and the 
parasternal regions and this treatment followed by a 
course of high-voltage roentgen irradiation and the 
surface application of radium. A small percentage of 
the patients may be cured. Others may be kept well 
and active for several years, until a short time before 
death occurs from pulmonary or other metastases. 
In the cases of the remainder, cure is impossible, but 
palliative treatment will prolong life and allow a use- 
ful or comfortable existence. 

In the second group of cases, with a movable 
primary tumor, radical mastectomy should be fol- 
lowed by immediate irradiation of the involved 
supraclavicular or infraclavicular glands. 

In the third and other groups, chief reliance 
should be placed on irradiation with surgery as an 
vccasional adjunct. Operation is indicated if a tumor 
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attached to the chest wall becomes movable, but not 
when it remains fixed, and should be preceded and 
followed by irradiation. 

When metastases are present in the lung and 
skeleton, irradiation occasionally gives good tem- 
porary results. Metastases to the liver and general- 
ized carcinomatosis are beyond any therapy. 

E. S. Pratt, M.D. 


Pack, G. T.: The Interstitial Use of Gold-Filtered 
Radon Transfixion Tubes in the Treatment of 
Mammary Cancer. Am. J. Roentgenol., 1932, 
XXVli, 532. 

The author was led to use the method here 
described by the following facts: 

1. For certain lesions the cancericidal dose has 
been determined fairly accurately. Tor intra-oral 
epidermoid carcinoma it is from 8 to 10 skin-ery- 
thema doses and for carcinoma of the breast it is from 
12 to 13 skin-erythema doses. ‘These dosages are 
based upon radiation delivered to the tumor, which 
is considered as a sphere with a diameter equalling 
the greatest diameter of the tumor. 

2. The accurate implantation of gold radon 
seeds in neoplasms of any great size is extremely 
difficult. 

3. Fairly successful results were obtained in the 
treatment of over 100 breast cancers by combined 
external and interstitial radiation. | Incomplete 
destruction of portions of the tumor in a few of 
these cases was due to remoteness of the cancer cells 
from the buried radon. 

4. Errors of placement of gold radon implants 
are often responsible for failure to destroy the tumor 
completely. Such errors are avoidable. 

In attempts to deliver a lethal dose to all parts 
of the breast containing a non-palpable tumor the 
use of linear point sources of radiation seemed to 
offer a chance for more accurate placement and more 
diffuse distribution. The diffuse radiation obtained 
from such linear points is more suitable for the breast 
and adjacent lymphatic areas than intense focal 
irradiation within the tumor itself. Therefore in 
the procedure described by the author, radiation is 
given with radon in long capillary tubes with a 
0.3-mm. wall, the lengths of which are adapted to 
the size of the breast or the dimensions of the area 
to be irradiated. These hollow wires are sealed at 
each end and attached to waxed silk threads to 
facilitate their withdrawal. They are inserted 
through trocar needles with the threads projecting 
from the hilts. The tumor, the breast, and the axilla 
or other areas to be irradiated are transfixed by the 
needle. The needle is then withdrawn, the capillary 
tube being left in place with the thread protruding. 
As a rule the wires are distributed throughout the 
tumor, beyond its palpable margin, and to any 
vulnerable points in the draining lymphatics in a 
gridiron arrangement. For the average breast and 
tumor from 13 to 16 tubes are used. In the typical 
distribution from 4 to 6 tubes are arranged in 3 
planes, anteroposteriorly, transversely, and verti- 
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cally. The axilla is usually treated with 3 tubes 
io cm. long or 6 tubes 6 cm. long arranged fanwise 
and introduced from below upward or downward 
from the clavicular region. Axillary nodes receive 
supplementary treatment with a focal intensity 
brought about with gold radon seeds of the ordinary 
type. The paramammary regions are treated with 
additional gold tubes. One tube is placed parallel 
with and below the clavicle, another diagonally 
against the junction of the breast and epigastrium, 
and a third along the lower border of the pectoral 
fold. Then, and perhaps most important of all, 
several tubes 2.0 cm. long, are introduced into each 
intercostal space near the sternal margin. 

The average gold capillary tube has an initial 
content of from 1.5 to 2.0 mc. of radon to each 
centimeter of length. From 100 to 200 me. are 
inserted into the breast and draining lymphatics. 
The tubes are withdrawn after the desired amount of 
radon gas has decayed. Experience has shown that 
from 30 to 35 mec. destroyed are administered to 
each of the other paramammary regions. 

While in the use of buried radon implants the 
radiation is continuous until the radon is entirely 
consumed, in the use of tne capillary wires described 
the dosage is terminated upon removal of the wires. 
The latter method therefore makes it possible to 
study the relative merits of the use of a large quan- 
tity of radon for a short time and of a small quantity 
of radon for a long time giving the same total 
dosage. 

The reaction to the treatment is rather severe, the 
whole region becoming red and oedematous, but 
while it is diffuse and widespread, it subsides and 
the breast remains flexible and elastic though of 
firmer texture. The scarring in the axilla does not 
impair motion. The postradiation fibrosis is desir- 
able as it may enclose viable carcinoma cells for a 
number of years in an inactive state. Such results 
are of assistance in inoperable advanced lesions, 
but in cases of lesions which are operable complete 
destruction of the tumor is the only satisfactory 
end-result. 

The form of irradiation described should not be 
used if subsequent surgery is contemplated as the 
scarring will prevent adequate exposure and the 
fibrosis will delay wound healing. The procedure is 
a substitute for surgery rather than a pre-operative 
measure. 

The described method of radiation has been used 
in the cases of 15 patients, 7 of whom had an in- 
operable lesion and 8 of whom had an operable 
carcinoma of the breast. Five of the tumors, which 
measured 14, 12, 7,614, and 6 cm. in diameter, have 
disappeared completely. 

The article contains diagrams of the distribution 
of the gold capillaries, photographs of lesions before 
treatment and during the reaction, tables giving the 
histories, the technique, and the results in the 15 
cases reported, and roentgenograms showing the 
distribution of the radon during the treatment. 
A. James Larkin, M.D. 
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Pfahler, G. E.: The Results of Radiation Thera 
in 1,022 Private Cases of Carcinoma of ¢ 
Breast from 1902 to 1928. (tm. J. Roenty 
1932, XXVli, 497. 


Radiation is of value in the treatment of 
cinoma of the breast. However, good results dep 
upon the skill and clinical judgment of the radi: 
ogist to the same degree that good results 
surgical treatment depend upon the skill and j) 
ment of the surgeon rather than upon the ins: 
ments employed. 

The author reviews 1,022 cases treated in 
private clinic up to the year 1928. Although radi 
has a greater local effect in cancer than the XN.) 
none of these cases was treated with radium a! 
and only a small number received radiation 
radium. For widespread and deep effects the au 
prefers the X-ray. During the twenty-six \ 
covered by this report constant changes and 
provements were made in the technique and 
results were improved. Further improvement 
the results may be expected when the Keynes tu 
nique of radium treatment is combined with o1 
methods. As surgical statistics do not in 
inoperable cases and radiation statistics inc! 
practically all types of cases, a fair compariso 
the results of surgical and radiation treatment 
impossible. 

In addition to the skill and clinical judgme: 
the radiologist the end-results of radiation trea 
ment of breast cancer depend upon the exten 
the disease, the type of the cells and the rat: 
growth of the tumor, and the patient’s age. 

In a review of the literature Portmann found | 
the natural duration of cancer of the breast aver 
thirty-four months. In the author’s cases the 
ration of the condition was eighty-five montl)s 
sixteen and two-tenths months before treatment i! 
sixty-eight and eight-tenths months after treatm: 
Portmann found that in cases treated by thirty 
surgeons the incidence of three-year cure was 
per cent, the incidence of five-year cure 28.8 | 
cent, and the incidence of recurrence within 
year after operation 25 per cent. 

In 92 per cent of Pfahler’s cases attention was 
attracted to the breast by tumor, pain, or inj 
In the total number the time between the apy 
ance of symptoms and treatment averaged sixt 
and two-tenths months. Recurrence develoy) 
within a few weeks after removal is attributed 
Pfahler to incompleteness of the operation. In 
cases reviewed, 64 per cent of the recurre! 
developed within the first year and 42 per « 
within the first six months. The average lengt! 
time between the operation and recurrence 
nineteen and nine-tenths months, and the long: 
eighteen years. The average interval between 
first sign of recurrence and the beginning of rac 
tion treatment was six and eight-tenths mont 
The author believes that many, if not most, rec’ 
rences would be prevented if postoperative ra¢! 
tion were given promptly. In the cases revie\ 
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the average interval between operation and _ post- 
operative radiation was twenty-two and seven- 
tenths months. When operation for recurrence is 
advisable it should be preceded by radiation. 

In 271 of the cases reviewed no histological 
examination was made. In 147 of these there was 
no doubt in the mind of the surgeon regarding the 
diagnosis. Of the remaining 124 cases, in which 
operation was refused or contra-indicated, the diag- 
nosis was doubtful in only 13. In 18 cases a diag- 
nosis of fibro-adenoma was made, but a recurrent 
carcinoma developed. The mistaken histological 
diagnoses exceeded the number of doubtful clinical 
diagnoses, the former numbering 18 and the latter 13. 

Nine per cent of the patients received both pre- 
operative and postoperative radiation and 25 per 

ent were referred for postoperative radiation. 

rty-three per cent were referred because of 
_currences or metastasis following radiation. Six 
per cent were treated by radiation while the tumor 
was still in the operable stage. A number of inoper- 
able cases were rendered operable by radiation. In 
the cases given postoperative radiation the incidence 
of five-year cure was 55 per cent. In r1o1 cases of 
advanced carcinoma, it was 46.6 per cent, which is 
twice the incidence of five-year recovery following 
treatment by surgery alone. Of the patients whose 
condition was inoperable when they were first seen 
by the author, 30 per cent were still alive after 
five vears. In the total number of cases the incidence 
of five-year cure was 20 per cent. Since 1922 it has 
been 40 per cent, whereas previous to that year it 
Was 33 per cent. 

There is no standard technique for radiation 
treatment. Each case must be treated according to 
its own requirements. The best results will be 
obtained by the radiologist with the greatest 
knowledge. It is thought that the results may be 
improved by the intensive use of radium by the 
interstitial method or by surface application. Lack 
of radium has prevented the development of this 
method. When the tumor is movable and confined 
to the breast a five-year cure is obtained by surgery 
alone in 75 per cent of the cases and the results are 
little improved by the addition of radiation. How- 
ever, in the great majority of cases the disease has 
passed this stage. In the latter, a five-year cure is 
obtained in 24.5 per cent when surgery is used 
alone and in 37 per cent when surgery and radiation 
are combined. In the author's cases the incidence 
of five-year cure was 46.6 per cent. an increase of 
go per cent over the average incidence of five-year 
cure after surgery alone. 

In charts the author shows the incidence of 
three-year and five-year survival to be as follows: 

lhree-year survival: no treatment, 24 per cent; 
incomplete operation, 29 per cent; complete opera- 
tion without radiation, 51 per cent; and complete 
operation and skillful radiation, 66 per cent. 

Five-year survival: no treatment, 12 per cent; 
operation alone, 35 per cent; and operation com 
bined with radiation, 55 per cent. 
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The author concludes that when surgery is com- 
bined with radiation the chances of cure are nearly 
twice as good as when surgery is used alone. 

A. James LARKIN, M.D 


TRACHEA, LUNGS, AND PLEURA 


Douady, D., and Meyer, A.: The Intrapleural Sec- 
tion of Adhesions in Artificial Pneumothorax. 
The Jacobaeus Operation (La section intrapleurale 
des adhérences dans le pneumothorax artificial. 
Opération de Jacobaeus). Arch. med.-chir. de Cap par. 
respir., 1931, Vi, 432. 

The authors review the history of the Jacobaeus 
operation and describe the different parts of the 
Jacobaeus-Unverricht apparatus, the use of the 
cautery, and the variations adopted by several 
workers in the use of the high-frequency or coagulat 
ing electrode. 

They believe that pleuroscopy should not be 
undertaken until the pneumothorax has been 
present for at least three months because before that 
length of time the complete possibilities of pneumo- 
thorax treatment cannot be determined. The pro- 
cedure is indicated only when tubercle bacilli are 
present in the sputum. Absence of a pleural effusion 
is desirable, but not essential. It may be advisable 
to aspirate the pleura two or three days before the 
examination. The condition of the other lung should 
be considered in determining the indications as an 
active lesion may be lighted up by an intervention 
in the contralateral pleural cavity. Before pleuros- 
copy is undertaken the attempt must be made to 
obtain the maximum pneumothorax. 

The roentgen appearance of the adhesions is also 
important. Pleural endoscopy will give exact in- 
formation regarding the number and situation of 
the adhesions, their conformation, their attachments 
to the lung and parietes, and their connection to 
vessels. Several types may be recognized: (1) string- 
like adhesions, (2) cords, which sometimes may be as 
large as a thumb, (3) veils and thin membranes, and 
(4) dense membranes or diaphragms without free 
borders and continuing directly into an adhesion 
zone. The dense membranes are found most fre 
quently in the paravertebral region. ‘Their sec- 
tion is necessarily incomplete, but sometimes is 
followed by excellent results. 

Too close proximity of the mediastinal vessels is 
a contra-indication to the operation. 

The condition of the pleura offers a certain 
amount of information with regard to the prognosis. 
When the pleura is healthy and the pneumothorax 
has been induced recently the prognosis is good. 
An acute pleural irritation with diffuse hyperwmia 
indicating a particularly active state does not 
necessarily mean an unfavorable prognosis, but in 
the presence of such a condition a temperature re 
action and effusion are to be expected. | When the 


pleura is thick, whitish, and fibrinous, there is apt 
to be postoperative inertia of the liberated lung. 
When numerous tubercles and adhesions over the 
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pleura and lung, caseous masses, and a thick or 
purulent fluid are found, operation is associated with 
danger, but may offer the only chance of obliterating 
a cavity which is threatening life. 

The choice of the route of entrance into the chest 
depends on the X-ray findings. As a rule the 
endoscope is introduced along the anterior axillary 
line. After a direct study of the interior of the 
cavity the cautery or electrode is introduced at a 
selected point. Some surgeons practice sounding as 
soon as the pleural cavity is entered. In this proce- 
dure the trocar is withdrawn from the thoracoscope 
as soon as the pleura has been pierced and the blunt 
sound is introduced until it meets resistance of the 
lung. In this way the distance of the lung from the 
chest wall is determined exactly. 

The adhesions are divided as close to the pleura as 
possible or the parietal pleura is infiltrated with 
novocain by means of a long needle and the attach- 
ment of the adhesions to it are scooped out. How- 
ever, the latter procedure increases the risk of 
hemorrhage. Hemorrhage should be carefully 
guarded against. All bleeding should be stopped 
with the cautery at low heat or by coagulation. 

The day after the operation it is necessary to in- 
crease the pneumothorax or, if the pressure is too 
great, to decrease it. 

In some cases there may be a diffusion of the gas 
from the pneumothorax with resulting subcutaneous 
emphysema. This is unfavorable as it allows re- 
expansion of the lung and the formation of acute 
postoperative adhesions. The most frequent post- 
operative complications are collections of fluid 
within the pleura. As a rule the fluid disappears 
after several days or may be aspirated. Occasionally 
it becomes purulent. This change may be due to 
tuberculous pleurisy or, rarely, a superimposed 
secondary infection. The most serious complication 
is rupture of the lung, which always results in 
empyema of a fulminating type. 
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In 1925 Jacobaeus reported on 125 cases in which 
intrapleural section of adhesions was done. In 
the results were good from a technical standpoint 
and in 76 they were successful from a clinical stand 
point. Gravesen has followed 47 patients for from 
one to five years. Sixty-five per cent were able to 
return to work. In 1930, Heymer reported the re 
sults of 200 operations performed in a period of two 
years. The results were technically good in 51.9 per 
cent. Rapid clinical improvement was obtained in 
9.4 per cent and slow clinical improvement in 74 per 
cent. In 465 cases of pneumothorax, Pomplum 
found pleuroscopy indicated in 92. Of 65 of the latter 
in which the adhesions were divided, complcie 
collapse with disappearance of the tubercle bacilli 
from the sputum was obtained in 75 per cent. 

FRANK B. Berry, M.D 


HEART AND PERICARDIUM 


Bigger, I. A.: Concretio Cordis. II. Cardiolysis for 
Concretio Cordis. Arch. Surg., 1932, xxiv, 574. 


Bigger has resected the pericardial scar in t 
cases of concretio cordis. In the first case the cha: 
ber of the right ventricle was opened in an area 
muscle atrophy. The hemorrhage was alarming 
but was controlled by resuture of the pericardium 
only a small portion had been actually resected. 
The patient died about twelve hours after the ope: 
tion. In the second case the thickened pericardiu: 
was removed from the anterior surface of the heart 
with a satisfactory result. Subsequent laparoton\ 
revealed tuberculous peritonitis, but no tuberck 
were demonstrable in the pericardial scar. 

The author recommends sharp dissection ani 
direct vision in the freeing of the scar tissue from the 
wall of the heart. The pericardium should not |x 
cut away until the end of the operation as it may | 
useful to close the defect if a chamber of the heart is 
opened. Epwarp D. Cuurcuitt, M.D. 




















ABDOMINAL WALL AND PERITONEUM 


Sigalas, M.: Postoperative Eventration (Explanch- 
nose postoperatoire). Rev. de chir., Par., 1932, li, 
32. 


Sigalas describes a rupture of the abdominal 
incision occurring ten days after a subtotal hys- 
terectomy. He has been able to collect 7 other 
cases observed by his colleagues. 

He states that postoperative eventration may 
occur early or as late as twelve years after opera- 
tion. It may occur at any age. It is more frequent 
in women than in men. Of 157 cases, 127 were those 
of women. Laparotomies below the umbilicus are 
followed by eventration more frequently than 
laparotomies above the umbilicus. Of 150 eventra- 
tions, 132 followed a subumbilical incision; 9, a 
supra-umbilical incision, and 0, a lateral incision. 
Midline incisions are followed by eventration more 
frequently than lateral incisions. The time of 
removal of the skin sutures, the suture material 
left in the deep layers, and the presence of drainage 
are not causative factors, but a poor condition of 
the abdominal wall, the presence of a hematoma or 
suppuration, and sudden and repeated contractions 
of the abdominal muscles such as occur in cough- 
ing, vomiting, and straining at stool are of im- 
portance. General causes such as cancer and 
syphilis may retard cicatrization, but are not of 
prime importance. 

As a rule there is a sudden discharge through the 
dressing but hardly any pain. The protruding viscera 
should be rinsed with normal salt solution and re- 
placed, and the abdominal wall approximated with 
metal sutures passed through all of the layers or 
with heavy silk sutures. Drainage of the abdominal 
wound with sterile gauze is important. As a preven- 
tive, tight abdominal bandages should be used. In 
the cases of debilitated patients, the stitches should 
not be removed before two weeks, the patient should 
be kept in bed much longer, and when he gets up he 
should wear an abdominal support. Coughing should 
be prevented if possible, and light bowel movements 
facilitated. 

In 161 cases of early eventration collected from 
the literature the mortality was 18.5 per cent. In the 
cases of late eventration there were no deaths. 

Geza DE TAKATS, M.D. 


Moorhead, J. J.: Traumatic Inguinal Hernia. 
J. Am. M. Ass., 1932, xcviii, 1785. 


The author discusses the relationship between in 
jury and hernia. He attributes hernia to the presence 
of a sac, either congenital or preformed, which repre- 
sents an attempt of the body to buttress a weak 
area in the abdominal wall with peritoneum. He 
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believes that the formation of hernia is not related 
to any one injury, but may be aggravated by injury. 
The most important factor is intra-abdominal pres- 
sure. If the formation of a hernia were an immediate 
occurrence, local pain, swelling, tenderness, and dis- 
ability would be present in proportion to the increase 
in size of the hernia. Such physical signs are absent. 
Other proofs of the chronicity of the formation of 
hernia are the findings of pathological examination. 
In the 232 cases reviewed by the author the constant 
finding was chronic peritonitis. It would require at 
least a year of irritation to convert normal periton- 
eum to the state usually encountered in hernial 
formation. Moorhead has never noted hernia as a 
complication of trauma of any type, even crushing 
abdominal and chest injuries. 

In the author’s cases of hernia in working men the 
incidence of recurrence is approximately 9 per cent. 
Most recurrences develop within the first six months 
after operation, but no estimate of the success of an 
operation is worth much until five years have 
elapsed. Moorhead allows the patient to get out of 
bed on the eighth day after operation, to return to 
light work two weeks after he leaves the hospital, 
and to resume full work four weeks after he leaves 
the hospital. J. THorNWELL Wirtuerspoon, M.D. 


Robb, J. J.: The Sympathetic in Acute General 
Peritonitis. A Clinical Study with Observa- 
tions on Treatment. Bril. J. Surg., 1932, xix, 634. 

Robb attempts to explain the clinical manifesta- 
tions of peritonitis on the basis of a disturbance in 
the sympathetic innervation. In the majority of 
cases the ileus associated with peritonitis is not of 
the mechanical variety. Distention of the gut early 
in peritonitis involves largely the small bowel. The 
duodenum and jejunum are distended most marked 
ly, but later the ileum may become involved. Inter 
ference with motility is especially apt to occur at 
the physiological sphincters, viz., pylorus, duodeno 
jejunal junction, and ileoceecal region. Robb be- 
lieves that at these points there is a hyperactive 
sphincteric control associated with paralysis and 
distention of the gut produced by sympathetic 
stimulation from peritoneal irritation. 

The treatment of peritonitis should be directed 
toward: (1) treatment of the peritoneum itself, 
(2) treatment of the hyperactive sympathetic sys- 
tem, and (3) replenishment of the body’s chlorides 
and fluids. As regards the peritonitis itself the 
avoidance of unnecessary trauma is_ especially 
important. To combat the hyperactivity of the 
sympathetic system simple drainage is indicated. 
The administration of 1 gr. of morphine every four 
hours after the operation is recommended. Gastric 
lavage is imperative to maintain the patient’s 
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The early administration of fluid by 
mouth or rectum is condemned because it aggra- 
vates the vomiting. Moreover, attempts to replace 
fluids early are futile because fluids are lost by 
perspiration and vomiting. 

It is often difficult to determine just how long 
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to continue with conservative therapy. However, 
the appearance of pus in a wound or in the drain- 
age usually indicates improvement. When this is 
noted, replenishment of fluids may be attempted. 
In the cases of patients who are in extremis a sign 
of improvement is the objective sensation of 
warmth. ‘To combat the hyperirritability of the 
sympathetic system the opium is stopped and 
1/100 gr. of atropin is administered every four 
hours. Following gastric lavage, peristalsis is 
stimulated by the administration of raw meat 
juice. From 1 to 2 pt. of normal saline solution 
and 4 per cent gum acacia are given intravenously. 
When improvement begins the first enema is given. 
Atropin has no action on the normal tonus of 
sphincters, but abolishes sphincteric hypertonus. 
Pituitrin should never be used as it increases 
sphincteric hypertonus. 

The treatment described has been used in thirty 
cases of general peritonitis including a case of 
pneumococcal peritonitis and two cases of puerperal 
peritonitis. There was one death from broncho- 
pneumonia. ALTON OCHSNER, M.D. 


GASTRO-INTESTINAL TRACT 


Martini, T., and Curutchet, R. E.: Gastrotonom- 
etry in the Treatment of Leiasthenia of the 
Stomach (La gastrotonometria en el tratamiento 
de la leiastenia del est6mago). Semana méd., 1932, 
XXXIX, 353. 

In a previous article the authors reported the 
clinical results of gastrotonometry in 44 cases of 
gastric leiasthenia. In this article they report 
another case. 

They believe that gastrotonometry is a valuable 
diagnostic, prognostic, and therapeutic measure in 
disturbances of the motor function of the stomach. 
It reveals hypotonicity of the gastric musculature 
before such hypotonicity is disclosed by roentgen 
examination. It is harmless, simple, and more ra- 
tional than methods formerly used, and may give 
good results when all other treatments fail. In 70 
per cent of the cases in which it is used the gastric 
tone is increased and anorexia ceases although 
there may be no increase in weight. In the majority 
of cases the use of a belt is unnecessary. 

In three years the authors have had no accidents 
with the method although they have used it in over 
100 cases. However, they emphasize that it should be 
employed only in cases of true gastric hypotonicity 
or atonicity in which other disturbances, especially 
cancer and ulcer of the stomach, have been ruled out. 

In discussing the diagnosis, the authors emphasize 
the character of the pain associated with dilatation 
and atonicity of the stomach. The pain is localized 
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in the epigastrium and is fixed or radiates onl, 
slightly upward toward the asophagus. It occurs 
immediately or very soon after the ingestion of food 
and tends to cease spontaneously after one or two 
hours. It is usually increased when the patient is 
standing and tends to decrease or cease when he lics 
on his back or abdomen. 

In discussing the X-ray as an aid to diagnosis the 
authors call attention to what they call a “radio 
logical-tensional discordancy” in which the X-ray 
evidence indicates atonicity, but the gastric tension 
is normal or high or the X-ray evidence indicates 
normal tonicity, but the gastric tension is low. In 
true gastric atonicity, gastrotonometry shows thi 
tension of the stomach to be low. 

WILtiaM R. TorGrerson, M.D. 


Held, I. W., and Goldbloom, A. A.: 
Duodenal Stenosis. 
XV, 1137. 


Pyloric and 
Med. Clin. North Am., 193 


Pyloric and duodenal stenosis is usually due to the 
formation of an excessive amount of connective tis 
sue in the pylorus or duodenum which gives rise to 
a callous ulcer. Pyloric stenosis usually develops 
slowly and therefore occurs late in life. The clinical 
manifestations of pyloric stenosis due to a callous 
ulcer vary markedly according to the stage of the 
condition. However, the stenosis may be classified 
according to the degree of obstruction. 

Boas distinguishes three types of motor insulli 
ciency depending upon the emptying time of the 
stomach after an average meal. Motor insuflicienc\ 
of the first degree is characterized by an emptying 
time of approximately eight hours; that of the second 
degree, by an emptying time of from eight to twent\ 
four hours; and that of the third degree, by an emp 
tying time of more than twenty-four hours. 

In motor insufficiency of the first degree the symp 
toms may be like those of peptic ulcer except that 
large meals cause distress, alkalies and emesis do not 
give relief, and the vomitus consists of food eaten 
from eight to ten hours previously. 

In motor insufficiency of the second degree the 
symptoms may be less marked, but nausea usually) 
precedes the vomiting and the pain is not completel\ 
relieved by vomiting. Relief from nausea and dis 
tress comes only after lavage of the stomach. \t 
night, regurgitation of food into the oesophagus ma\ 
awaken the patient and lead to severe coughing 
spells. In motor insufficiency of the first degree and 
that of the second degree the physical findings arc 
loss of weight, coating of the tongue, sordes, and 
pyorrhcea alveolaris. Examination of the abdomen 
discloses an enlarged stomach containing fluid and 
air. The diagnosis can be verified by the X-ray 
demonstration of retention. 

In motor insufficiency of the third degree the 
stomach is seldom empty and the objective and sub 
jective findings are very marked. Pain is no longer 
the important symptom. Constant distress is present 
throughout the abdomen, and there is obstinate 
constipation. Because of pronounced atony of the 


























stomach, vomiting is rare and relief is obtained only 
from gastric lavage. Dehydration and emaciation 
become marked. In this condition also the X-ray 
findings definitely determine the diagnosis. In the 
differential diagnosis it is necessary to rule out ero- 
sion of the pyloric sphincter, ulcerous pyloritis, py- 
lorie stenosis due to caustic poisoning, hypertrophy 
of the pylorus, malignancy, gumma, multiple polyps, 
pressure from extragastric tumors, pyloric adhesions, 
and foreign-body stenosis. Pyloric stenosis may be 
complicated by acute haemorrhage and _ gastric 
tetany. 

\s a general rule the treatment should be surgical, 
but if this is impossible, medical treatment may be 
attempted. Medical treatment consists of gastric 
lavage with a pint of lukewarm water, a liquid diet, 
the administration of atropin, and, if possible, jejunal 
feedings. SAMUEL J. FoGrLson, M.D. 


Draper, G., and Touraine, G. A.: The Man- 
Environment Unit and Peptic Ulcer. Arch. 
Int. Med., 1932, xlix, 616. 

The authors reviewed the histories of 32 families 
with a history of peptic ulcer and 32 families with a 
history of gall-bladder disease. Special attention was 
paid to race, morphological type, disease history, sex 
disturbances, and psychological makeup. 

Seventy-five per cent of the relatives of the pa- 
tients with ulcer were slender or of medium build, 
while 64 per cent of those of patients with gall- 
bladder disease were stocky or stout. In general 
the findings show that most of the members of fam- 
ilies with a tendency to develop peptic ulcer are of 
slender or medium build whereas most of the 
members of families with a tendency to develop 
gall-bladder disease are stocky and stout. 

rom their genetic studies the authors draw the 
following conclusions: 

1. There is a tendency for families with a history 
of peptic ulcer to produce a preponderance of males, 
and for families with a history of gall-bladder disease 
to produce a preponderance of females. 

2. Persons with ulcer belong to families in which 
most of the members are of the long, thin type, 
whereas persons with gall-bladder disease belong to 
families in which most of the members are of the 
short, thick type. 

3. In families with a history of ulcer there is 

definite evidence of a heredofamilial weakness of 
the gastro-intestinal tract, 62 per cent of the families 
reporting such a weakness. 
_ 4. Gastro-intestinal weakness is 314 times more 
irequent in the males than in the females in these 
families, and almost without exception is found in 
thin persons. The males of these families are much 
less resistant to other diseases in the zone of the 
pneumogastric nerve (tuberculosis and pneumonia) 
than the females. 

5. Diseases of a catabolic nature occur more fre- 
quently in families with a history of ulcer, and 
anabolic diseases more frequently in families with 
a history of gall-bladder disease. 
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Anthropometry and anthroposcopy in 125 cases 
suggested that peptic ulcer is definitely limited to 
the linear rather than the lateral type of person. 
Observations in this study showed clearly not only 
a physical and psychic type subject to ulcer disease, 
but one so well defined that “it is possible almost 
without error to determine from the individual's 
constitution whether the location of the ulcer is 
gastric or duodenal.’ In persons with a tendency 
to develop peptic ulcer the gonial angle (formed by 
the intersection of the posterior border of the ascend- 
ing and the lower border of the horizontal rami) 
averages 124 degrees whereas in persons with a 
tendency toward gall-bladder disease it averages 115 
degrees. The significant feature of the trunk and 
extremities of persons with peptic ulcer are a some- 
what low anteroposterior diameter-chest length 
index, a narrow subcostal angle, relatively short 
arms, and eunuchoidal trunk-extremity ratio. 

The psychic characteristic of persons with peptic 
ulcer is an exaggerated fear sense. Such persons 
are prone to swift and intense excitability and 
easily become fatigued, but recover their energy 
after short rest periods and the ingestion of food. 
The direction of their interest and attention is 
generally outward, like that of the classical extro- 
vert. Beneath an outward manner of assurance they 
have a latent timidity. They are easily suggestible. 
The males display an exaggerated heterosexual 
interest, but show signs of antagonism toward their 
own sex. In the females, interest in erotic experi- 
ence is definitely diminished. ‘The highly sensitive, 
feminine quality of temperament in the males has 
been recognized by earlier observers. Von Bergmann 
emphasized the strong emotional factor in the 
etiology of ulcer and urged physicians ‘‘not to be 
misled by the stolid mien of the Holsteiner, beneath 
which the tension of emotional contlict may be 
terrific.” 

It seems that persons with peptic ulcer possess 
an inadequate sympathetic nervous system. ‘The 
inadequacy may be due to inherited weakness or a 
wearing-out process. The gastric disturbances re 
semble those occurring in sympathectomized animals 
(Cannon). 

The authors report 22 cases showing the described 
psychological and physical characteristics of persons 
with peptic ulcer. These suggest that the psychic 
and physical structure of the male is characterized 
by varying degrees of femaleness, an attribute to be 
suppressed as being detrimental to the establish 
ment and maintenance of an adequate adjustment 
between the male personal inner man environment 
and adaptation to the physical universe. In the 
female the mechanism is similar. ‘The female shows 
a strong tendency toward independence of action in 
life; she desires to dominate and direct the course 
of others and to assume responsibility. She manifests 
also a distinct decrease of sex interest. 

The most feminine contours are found in persons 
with a tendency toward gall-bladder disease. In 
persons with gastric ulcer, femaleness is greatly 
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diminished. However, the psychological reaction of 
these persons to the unconscious perception of their 
female component is apparently in inverse ratio to 
the actual content. 

This review of 32 families with a history of peptic 
ulcer seems to indicate that the members of such 
families represent a definite constitutional type with 
qualities of soma and psyche which can be easily 
recognized. When the healthy balance of the ‘“‘man- 
environment unit’’ is disturbed, symptoms in the 
domain of the sympathetic nervous system and 
gastro-intestinal tract develop. The disturbance of 
the man-environment unit can often be corrected 
by the use of appropriate psychotherapeutic meth- 
ods. At the present time analytical psychology 
seems to offer the best approach. 

SAMUEL J. FocELson, M.D. 


Garin, C., and Bernav, P.: The Use of Gastro- 
photography in the Diagnosis of Gastric Ulcer 
(De Vutilisation de la gastrophotographie dans le 
diagnostic de l’ulcére gastrique). Bull. et mém. Soc. 
nat. de chir., 1932, \viii, 367. 


Gastrophotography is intended, not to replace 
roentgenography, but for use as an adjunct to the 
latter in certain cases. It permits the diagnostician 
not only to see the ulcer, but also to judge the state 
of the gastric mucosa. There are clinical cases 
approaching ulceration in which roentgenography is 
incapable of yielding information but photographic 
images are easily recognizable. Among these are 
certain cases of idiopathic gastritis, haemorrhagic 
gastritis in particular. Samuet J. Focerson, M.D. 


Atkinson, A. J.: Gastric Mucin in the Treatment 
of Peptic Ulcer. J. Am. M. Ass., 1932, xcviii, 1154. 


Forty-three patients with a history, signs, symp- 
toms, laboratory evidence, and roentgen manifesta- 
tions of peptic ulcer were treated with gastric 
mucin. The average dose was 90 gm. per day. In 
the hospital group the scheme of management was 
as follows: 

One hundred and twenty cubic centimeters of 
milk and cream with mucin were given hourly from 
7 a.m. to 7 p.m., together with from one to five addi- 
tional feedings of cereal, soft eggs, or custard. In 
addition, mucin was given in capsules or in water 
every hour from 7:30 a.m. to 9:30 p.m. although 
capsules were found to be inefficient as the contained 
mucin did not diffuse throughout the gastric con- 
tents. 

Fifteen of the patients had not obtained relief 
from any type of previous treatment. The subjec- 
tive symptoms were controlled by mucin therapy in 
an average period of one and seven-tenths days. The 
average hospitalization per patient was seventy-one 
hundredths of a week. 

The gastric acidity was studied hourly throughout 
the entire day while the patients were fed varying 
amounts of mucin. The results indicate that in vivo 
the buffering action of mucin does not vary directly 
with the amount of mucin fed, the subjective symp- 
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toms being controlled in this series although fre: 
acid was present during the mucin treatment. 
Roentgen re-examination of patients on mu 
treatment has shown a diminution of both the direc} 
and indirect evidence of peptic ulcer. 
SAMUEL J. FocEetson, M.D 


Benedict, E. B.: A Clinicopathological Study | 
Carcinoma of the Stomach, Using Large Micr: 
scopic Sections and Dissecting the Lymphatic 
Spread. Edinburgh M.J., 1932, xxxix, 263. 

With the hope of throwing light on the patholo 
of carcinoma of the stomach and its relationship 
the clinical findings, Benedict made a microscop 
study of large sections of the stomach removed 
twenty-nine partial gastrectomies and _ careful! 
charted the glandular spread. 

Clinically, the results in these cases were discoura 
ing, the operative and later mortality being hig 
The author attributes this fact to the insidious on: 
of the disease and delay in the patient’s entran 
to the hospital. The average duration of gastr' 
symptoms prior to hospital admission was ni 
months. Only eight of the twenty-nine patients wi 
alive a year after the operation. Of these eight, {i 
had symptoms less than three months, one less th 
five months, one for ten months, and one for twe! 
months. Six had no invasion of the lymph glands, 
one had invasion of the subpyloric group of gland 
and died of gastric hemorrhage two and a half year- 
after the operation, and one could not be traced after 
fourteen months. The most common symptoms were 
a sense of fullness, anorexia, nausea, vomiting, ani 
epigastric pain. One patient had been subjected tv 
posterior gastro-enterostomy for gastric ulcer fou 
teen years previously. In the histories of the othe: 
there was no suggestion of previous ulcer. In mo 
of the cases, gastric analysis showed absence of fr 
hydrochloric acid after a test meal, and fluorosco}) 
examination revealed a filling defect with gastri: 
retention six hours or more after a barium meal. 

Forty-eight and three-tenths per cent of t! 
patients died within a month after the parti: 
gastrectomy. All but one of the eight who we: 
living a year after the operation were over fort: 
eight years of age and were not cachectic. 

The author believes that microscopic examinativ 
of small isolated sections of carcinomata of t! 
stomach is quite likely to give an erroneous idea 
the character of the tumor as a whole. In the cas: 
reviewed, large longitudinal sections were tak« 
through the body of the tumor and part of th 
normal gastric mucosa. These large sections w: 
studied for the purpose of classifying the patholo 
ical changes and determining the degree of mal 
nancy according to the method advocated by Brode: 
Ten adenocarcinomata presented no difficulty 
their classification. Five tumors showed varyi 
degrees of gland formation in some areas and diffu 
invasion by spheroidal cancer cells with no tenden: 
toward gland formation in others. Benedict class: 
fied these as adenospheroidal carcinomata. IJ 
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states that they may become more malignant as they 
vary from the normal structure. Eight tumors 
showed a purely spheroidal cell structure. Six were 
scirrhous carcinomata, presenting columns of cancer 
cells closely compressed by dense fibrous tissue. 
Others showed a combination of spheroidal cells and 
ibrous tissue. One was a fibrocarcinoma with diffuse 
invasion of the wall of the entire stomach. The 
author says that while, from the histological stand- 
point, it would seem reasonable to grade the highly 
undifferentiated spheroidal cancer as the most 
malignant, there is insufficient follow-up evidence 
in his small series of gastric cases to indicate that this 
is correct. Adenocarcinoma is probably less malig- 
nant than spheroidal-cell carcinoma. — Scirrhous 
carcinoma appears histologically to be slow growing, 
but regularly invades lymph glands. Its malignancy 
is difficult to grade. 

The study of the lymphatic spread in the cases 
reviewed was carried out by dissection of the lymph 
glands removed at operation. Each gland was 
numbered and the section later examined micro- 
scopically and recorded as malignant or non- 
malignant. Two hundred and ninety glands were 
thus examined. In 12 of the 29 cases there was no 
malignant spread to the lymphatic glands. Of the 
remaining 17 cases, the subpyloric glands were in- 
volved in 11, the glands on the lesser curvature in 10, 
those on the greater curvature in 6, the retropyloric 
glands in 5, and the coeliac glands in 3. In general, 
the glands involved were near the tumor. Most of 
the tumors being near the pylorus, the glandular 
involvement was usually in the pyloric region, 
either below the pylorus or along the lesser curva- 
ture. 


Very small glands which did not appear 
malignant on gross examination were quite fre- 
quently found to be malignant on microscopic 
examination, whereas fairly large glands which sug- 
gested malignancy on gross examination were some- 
times found on microscopic examination to be 


benign. Emit C. RopitsHek, M.D. 


Brown, P. W.: Diarrhoea of Unknown Origin. 
Am. J. Surg., 1932, Xv, 483. 


Brown reviewed the records of more than 100 
cases of diarrhoea of unknown origin. 

Following careful taking of the history and general 
examination it is the practice at the Mayo Clinic to 
make a series of examinations of stools on two or 
preferably three successive days. In sigmoidoscopic 
examination experience is necessary to avoid making 
a diagnosis of proctosigmoiditis or ulceration when 
the changes present are the result of irrigations or 
injury from the enema tip. Roentgenography with 
the use of a barium enema is a much better means of 
determining the condition of the colon. However, 
the ileocecal coil is best examined by roentgenog- 
raphy six hours after the administration of barium 
by mouth. 

Brown believes that diverticulosis is seldom, if 
ever, a factor in diarrhoea. Rankin and Brown 
reported the incidence of diarrhoea in association 
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with diverticulitis as 11 per cent. In this condition 
it was not a true diarrhoea, but usually a rectal 
tenesmus with rather frequent passages of mucus, 
pus, and fwces due to inflammation of the sigmoid. 

In many cases a test meal is of importance. Of 
the 100 cases reviewed, a test meal was given in 88. 
Free hydrochloric acid was present in 61. Five 
patients had been given acid without benefit. Two 
others who teceived it thought that it had been of 
benefit. Of the 27 who did not have free hydrochloric 
acid, 6 were benefited by the use of acid. Five of 
these had the steady type of diarrhoea. Seventeen 
were not benefited, and the effect of the acid on 4 
was not recorded. 

Tests of skin sensitization must be considered 
and should be tried especially in cases of the allergic 
type of diarrhoea. 

Further studies, such as cholecystography, roent- 
genography of the stomach, and investigations of 
foci, the metabolic rate, etc. are necessary in some 
cases. 

A varied and adequate diet administered as 
rapidly as is consistent with the patient’s tolerance 
is the goal to be achieved in chronic diarrhea of un- 
known origin. In most cases the patient can get 
along for a day or two without food if sutlicient 
fluids are given. Hypodermoclysis or the intra- 
venous administration of fluid may be resorted to if 
required. Occasionally it may be necessary to clean 
out the bowel with a small dose of castor oil or a 
saline laxative. After the first day or two simple food 
of a low-residue type, such as boiled rice with cream 
or butter, broths, toast, and tea or coffee should be 
given. Foods such as cooked fruits and vegetables 
should be added to the diet gradually. Finally raw 
fruits and vegetables may be given. In cases of 
sprue, raw liver or its equivalent should be included 
and gradually decreased as the condition improves. 

Routine colonic irrigations are to be condemned. 

In certain types of diarrhoea of indeterminate 
origin treatment with a vaccine may prove of value. 
Further work must be done on this phase of the 
problem. 


Bottin, J.: A Critical Study of Intestinal Obstruc- 
tion (Essai d’étude critique de l’obstruction in 
testinale). Rev. de chir., Par., 1932, li, 5. 

In the literature, death from intestinal obstruc 
tion is ascribed most frequently to intoxication, in 
fection, dehydration, and hypochloremia. Following 
a review of more than 4oo articles on the subject, the 
author has come to the conclusion that none of these 
factors can be solely responsible. In his own experi- 
ments he has often noted the development of pan- 
creatitis following intraduodenal injections or in- 
testinal obstructions. When the pancreatic duct 
was tied or transplanted to an unobstructed loop, the 
symptoms of intestinal obstruction were retarded 
and the life of the animal was prolonged. BKottin 
therefore believes that while general toxwmia, infec- 
tion, dehydration, and hypochloremia may play a 
certain réle, pancreatitis explains a large number of 
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symptoms and is the chief cause of death following 
obstruction of the intestines. 
Gerza bE Takats, M.D. 


Haberer, H. von: Further Experiences with One- 
Stage Bowel Resection in Ileus (Ueber weitere 
Erfahrungen mit der einzeitigen Darmresektion im 
Ileus). Deutsche Ztschr. f. Chir., 1931, CCXXXiv, 477. 

On the basis of further favorable results, the au- 
thor recommends one-stage resection of the colon 
with the formation of a temporary fistula even in the 
presence of ileus. This procedure may be employed 
also when exteriorization of a tumor is difficult or 
impossible. 

The decompression fistula is made by the Witzel 
oblique method above the circular intestinal anas- 
tomosis. Occasionally, even in end-to-side anasto- 
mosis of the afferent and efferent portions of the 
colon, the oral lumen of the afferent loop may be 
sutured into the wound peripherally to the anasto- 
mosis. In cases without ileus, the fistula is intended 
to protect the peripherally lying suture line from 
tension due to stasis of intestinal contents. The 
drainage tube should be large enough to prevent its 
early occlusion. Irrigation of the tube should not be 
done before twenty-four hours after the operation. 
In the presence of ileus, the fistula should permit the 
most rapid and complete evacuation. The carefully 
made Witzel fistula reduces the danger of infection 
of the peritoneum. The author uses a very long 
drainage tube. 

The author does not consider the one-stage resec- 
tion the method of choice in every case. He states 
that its feasibility depends upon the general condi- 


tion of the patient and particularly upon the state of 
the circulation. 

Von Haberer has performed eleven additional one- 
stage resections, three in the presence of ileus and 
one in the presence of both ileus and peritonitis. 
The method has been of such value that he will 


continue to employ it. HELLNER (Z). 

Piot, E.: The Roentgen Diagnosis of Stenoses of 
the Small Intestine (Diagnostic radiologique des 
sténoses de Vintestin gréle). Presse méd., Par., 
1932, xl, 656. 

For obvious reasons only partial subacute or 
chronic obstructions of the small intestine are sub- 
jected to X-ray study. The examination is made 
without preparation or after the administration of 
a minimal quantity of barium. The information 
obtained is both physiological and anatomical. 

Nearly always there is a pylorospasm which must 
be considered in judging the rate of passage through 
the small intestine. Normally, the rate of passage 
through the small intestine is four hours with a 
period of stasis in the terminal ileum of two hours. 

Early stenosis is revealed clinically by localized 
pain occurring at fixed times of the day. At this 
stage the X-ray shows a slowing of the passage of 
the barium through the intestine, dilatation, and 
the presence of gas usually in the ileum. 
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Somewhat later, but even before Koenig’s syn 
drome becomes evident clinically, the barium 
accumulates above the obstruction and _ violent 
peristaltic and antiperistaltic movements can bi 
observed with the fluoroscope. When contracting 
the bowel is cord-like and the adjacent loops arc 
dilated. The latter are filled with gas and the out 
lines of their walls are marked by the barium which 
adheres to the mucosa. In the intervals between 
digestion a large air bubble remains above the 
constriction. 

With the approach of complete obstruction the 
musculature becomes atonic, the bowel distends 
and peristalsis almost ceases. The abdomen is 
tympanitic and asymmetrical, and there is a false 
ascites. At this stage the examination is usually 
made without any preparation. It is best to havc 
the patient standing or seated. Numerous larg: 
collections of gas are found in the upper abdomen 
often disposed transversely and parallel with one 
another (organ-pipe appearance). Occasionally 
there is a fluid level which shifts with the patient's 
movements. When possible, the topography should 
be determined by the use of an opaque enema or 
the administration of a small amount of barium in 
oil by mouth. Stasis of several hours’ duration is an 
indication for immediate operation. 

Except in the earliest stages of intestinal stenosis 
the diagnosis is obvious and X-ray examination 
serves only to establish the site of the lesion and to 
yield some indication of the cause. Tuberculosis 
produces multiple constrictions, and cancer an 
obstruction at the ileocwcal valve. 

ALBert F. De Groat, M.D. 


Agrifoglio, M.: A Contribution to the Study of 
Chronic Stenoses of the Duodenum from Peri- 
visceritis (Contributo allo studio delle stenosi 
croniche del duodeno da periviscerite).. Arch. ital. 
di chir., 1932, XXXi, I. 

The author reviews the literature on chronic 
stenoses of the duodenum and reports a number of 
cases due to various causes. The term “essential 
perivisceritis” is used to indicate the presence of 
adhesions about the duodenum in the absence of 
other lesions in the abdominal cavity. While there 
is considerable difference of opinion as to the patho 
genesis of the adhesions, it is most generally believed 
that they are congenital and due to abnormal dis- 
position of the peritoneum in the process of devel 
opment. The strongest evidence in support of this 
theory is the occasional case of persistent vomiting 
from birth in which adhesions are the only patho 
logical finding. That such adhesions are compatible 
with an apparently normal life is evidenced by the 
fact that they are found in about 10 per cent of 
cadavers. 

The author reports five cases in which adhesions 
were the only lesion found. In general the symptoms 
in such cases are a combination of those of mechan 
ical obstruction and those of toxemia from duodenal 
stasis. The condition occurs in both sexes. There is 
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usually a long history of dyspepsia. In some cases 
this dates from infancy. The dyspepsia usually 
occurs in periodical attacks with intervening periods 
of complete freedom from disturbances. Later the 
distress becomes localized to the epigastrium. Vomit- 
ing is frequent and is often biliary. Alkalies usually 
do not relieve the distress. Occasionally a change of 
position is beneficial. Hamatemesis and melena are 
extremely rare. Muscular rigidity in the epigastrium 
is common. Gastric analysis usually reveals hyper- 
acidity. X-ray examination is of prime importance 
although its findings are variable. It may show 
irregularity in the form and position of the duo- 
denum, dilatation with stasis, antiperistalis with 
reflux of barium into the stomach, and vigorous 
peristalsis. Evidence of ulcer in the form of a niche 
is absent. Exploration usually reveals a membrane 
causing angulation of the duodenum or more rarely 
compressing the duodenum. 

Asa rule stenosis of the duodenum is secondary to 
some other lesion in the digestive tract such as 
duodenal ulcer, gastric ulcer, and cholecystitis. 
When it is due to peptic ulcer its development can 
usually be followed with ease as the rhythmical 
chemical distress changes to general distress plus the 
toxic symptoms and vomiting obstruction. 

The association of chronic stenosis of the duo- 
denum with appendicitis is not common. In several 
cases bacteria have been found in the lymph spaces 
of the adhesions about the duodenum. 

In mild cases, the treatment indicated is medical 
management with diet, rest, sedatives, physio- 
therapy, and abdominal support, and in more severe 
cases, an operation to relieve the obstruction, such 
as simple division of the adhesions, vagotomy, or a 
short-circuiting operation, depending upon the loca- 
tion of the lesion. A. Louis Rost, M.D. 


Hudson, H. W., Jr., and Koplik, L. H.: Meckel’s 
Diverticulum in Children: A Clinical and 
Pathological Study. New England J. Med., 
1932, CCVi, 827. 

The authors report on thirty-one cases of Meckel’s 
diverticulum and urge proper evaluation of clinical 
findings heretofore inadequately emphasized. 

Meckel’s diverticulum arises from the ileum at 
a point representing the junction of the superior 
mesenteric artery and the summit of the loop of 
midgut, which in postnatal life is located from 8 to 
40 in, above the ileocewcal valve. While the divertic- 
ulum usually presents the structure of the ileum, 
its mucosa and muscularis are occasionally identical 
with that of the stomach or the large intestine. It 
varies in size from a tiny elevation to a pouch 331% 
in. long. It is present in 2 per cent of bodies. Many 
pathological conditions have been found associated 
with it. Among these are acute and chronic diver- 
ticulitis, intestinal obstruction, intussusception, 
acute ulcer with haemorrhage and _ perforation, 
volvulus of the diverticulum with or without volvulus 
of the ileum, congenital umbilical fistula, prolapse 
of the diverticulum at the umbilicus, and neoplasm. 
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In intestinal obstruction due to Meckel’s diver- 
ticulum it is very important to remember that 
abdominal distention mav be absent as the obstruc- 
tion is frequently high in the intestinal tract. 
Therefore in the presence of signs of obstruction 
without distention operation should not be delayed. 
The association of haemorrhage from the intestinal 
tract with signs and symptoms of appendicitis may 
lead to a correct diagnosis. The authors emphasize 
that bleeding from the rectum in acute abdominal 
conditions is suggestive of pathological changes in 
Meckel’s diverticulum. 

Of twenty-six cases presenting symptoms referable 
to the diverticulum, haemorrhage from the bowel 
occurred with or without other signs in seventeen 
(63 per cent) and was the chief feature in seven. 
The blood may or may not be mixed with the stool 
and may be bright red or changed. At laparotomy, 
the terminal ileum should be examined. 

ANTHONY F. Sava, M.D. 


Chiray, M., Lardennois, G., and Lomon, A.: The 
Medicosur¢gical Treatment of Pelvic Dolicho- 
colon (Traitement médicochirurgical du dolicho- 
coion pelvien). Presse méd., Par., 1932, xl, 2097. 


In the period between crises in pelvic dolichocolon 
medical treatment including regulation of the diet 
with restriction of the intake of carbohydrates, the 
use of agar oil, the avoidance of cathartics, and 
flushing of the colon with a liter of boiled warm 
water three times a week with retention of the water 
for ten minutes is often surprisingly efficacious. 
Care must be taken not to excite an underlying 
colitis with a too spicy diet or a diet too rich in 
fat. The value of massage and electrical treatments 
is doubtful. 

During a crisis the physician must decide whether 
operation is indicated or not. If oil enemata fail to 
give relief and evidence of ileus supervenes, opera- 
tion is necessary. Obstruction is usually caused by 
failure of contraction of the longitudinal muscle 
fibers of the colon as described by Hurst and Fraser. 
It is believed by some surgeons that ganglionectomy 
and ramisection of the lumbar sympathetics re- 
establish coordination because they reduce the in- 
hibitory action of the sympathetic fibers on the 
circular fibers of the rectum. 

The authors state that the indications for surgical 
treatment are quite rare. The purpose of surgery is 
to find the cause of the stasis which leads to the 
lengthening of the colon. Reduction in the size and 
re-education of the bowel are left to subsequent 
medical care. 

The primary treatment is dilatation of the rectum. 
It may be necessary also to sever adhesions, undo 
twists in the bowels, replace a retroflexed uterus, or 
remove inflamed and adherent adnexa. 

Radical surgical treatment consists in resection of 
the elongated segment of colon and correction of any 
underlying condition. In the performance of resec- 
tion care must be taken to prevent retraction of the 
bowel ends. KELLOGG SprED, M.D. 
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Bloodgood, J. C.: Cancer of the Colon and of the 
Rectum. Aun. Surg., 1932, XCv, 590. 

Bloodgood discusses his experience with cancer 
of the colon and rectum over a period of thirty years. 
He states that the chief cause of failure to cure cancer 
of the colon and rectum is delay of intervention. 
One of the causes of this delay is incomplete pre- 
operative investigation in which the precancerous 
or cancerous lesion is overlooked. Apparently the 
least important factor in the failure to cure the 
majority of cases of cancer of the colon and rectum 
is the operative skill of the surgeon. 

Bloodgood recommends appendicostomy pre- 
liminary to resection of every part of the colon 
except the right colon when the cecum is removed. 
He believes that lateral anastomosis, when possible, 
is safer than end-to-end anastomosis. When the colon 
itself must be resected the safest method of anasto- 
mosis, if it is possible, is similar to that originally 
described by Billroth. In cases of tumor of the rec- 
tum and rectosigmoid, pathological studies and final 
results demonstrate that it is unnecessary for a cure 
to remove wide margins of the gut with the malig- 
nant tumor. The limited operation should be chosen 
when possible if it will be associated with less opera- 
tive risk. For the same reason, operation in stages 
should be chosen and blood transfusion should be 
employed freely. It should be remembered also that 
the rectal tumor can be removed by the sacral 
route. If a sacral colostomy is unsatisfactory, an 


abdominal colostomy may be done. 

Many experienced and well-trained diagnosticians 
often curtail the pre-operative diagnosis the moment 
they find something definite indicating surgical 


intervention. Many experienced surgeons do not 
give the patient pre-operative preparation before an 
operation upon the colon proper. If obstruction is 
present, colostomy is indicated. This may be part 
of the pre-operative preparation as the obstruction 
must be relieved. Bloodgood recommends appen- 
dicostomy without exploration to determine the 
position of the tumor unless there are definite symp- 
toms indicating further exploration. 
Jacop M. Mora, M.D. 


Setta, N., and Barcaroli, I.: A Contribution to the 
Bacteriological and Anatomical Study of Ap- 
pendicitis (Contributo allo studio batteriologico ed 
anatomico delle appendiciti). Policlin., Rome, 1932, 
XXXIX, 167. 

The authors made a bacteriological and patholog- 
ico-anatomical study of too excised appendices. 
From their findings and from clinical observations 
in 456 cases they conclude that acute appendicitis is 
usually an acute inflammation superimposed upon a 
chronic lesion. Mild inflammatory processes in the 
appendix are not to be interpreted as beginning 
chronically and becoming acute, but rather as the 
result of retarded or incomplete healing of a more or 
less severe acute appendicitis. 

The bacteriological flora in the appendices studied 
was similar to that commonly found in the intestinal 
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tract. In 22 cases, however, the bacteriologica| 
examination was negative. The authors do no: 
attribute any pathological importance to anima! 
parasites in the lumen of the appendix. 

Many of the cases of acute appendicitis studie 
occurred in almost an epidemic form during an i) 
fluenza epidemic. The authors have noted also tha 
many patients with pharyngotonsillar infection: 
complained of abdominal distress resembling that 
acute appendicitis. These observations and th 
frequent finding of hyperplasia of the appendix hav; 
led them to support the hematogenous theory « 
the pathogenesis of acute appendicitis. They admi 
also the possibility of the elimination of virus « 
micro-organisms, especially neurotrophic organism: 
by way of the nervous system of the appendix. Th« 
doubt the specificity of determined organisms in th: 
etiology of acute appendicitis. Peter A. Rost, M.D. 


Erdmann, J. F.: Tumors of the Caecum. Am. // 


Surg., 1932, XVi, 231. 

In this article Erdmann adds twenty-two surg’ 
cally treated cases of cwcal tumor to a series « 
forty-eight previously reported by him, making 
total of seventy cases treated to date. 

Among the tumorous conditions occurring in th: 
cecum are carcinoma, tuberculosis, chronic in 
flammatory hyperplasia, lymphosarcoma, and pol\ 
posis. Carcinoma was found in fifty-six of the 
author’s cases, tuberculosis in nine, chronic inflam 
mation in two, lymphosarcoma in one, polyposis 
in one, and a neoplasm of undetermined nature i} 
one. Erdmann has seen two cases of actinomycosi: 
of the cecum. 

In the normal adult the cecum is about 2% in 
long. It is more richly supplied with lymphatics 
than the rest of the large gut. It is lined by a sing| 
layer of columnar epithelium. It lacks villi and 
valvule conniventes. The mesenteric vessels ani 
nerves enter the cecum and colon from the inne: 
or left side. The blood supply of the cacum i 
derived from the ileocolic branch of the superio: 
mesenteric artery. The ascending colon is supplie« 
by the right colic artery and the transverse colo) 
by the median colic artery. The lymphatic drain 
age follows the course of the ileocolic blood vessel 
The lymph systems may drain into five differen! 
groups of glands about the cecum or directly int 
the glands about the ileocolic artery above. 

Lymphosarcoma of the cecum is extremely rar 
The symptoms it produces are similar to those o 
other cecal tumors occurring in early adult lil: 
The tumor grows very rapidly and is not tender. |' 
begins in the submucosa and is made up of small « 
large round cells. Very soon the entire gut wall i 
infiltrated. With sarcomatous invasion the gut wa! 
has a tendency to become dilated rather than con 
stricted. Polypoid tumor excrescences are no! 
unusual. The course is rapidly fatal. Matastasc 
occur early. 

Tuberculosis may occur in the cecal region pri 
marily or secondarily. The pathological difference 
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are quite unique and distinct. The gastro-intestinal 
tract is found involved in from 70 to go per cent of 
cases of pulmonary tuberculosis. Of this number, 
the ileoceecal region is involved in about 85 per cent. 

The best explanation of the frequency of tuber- 
culosis in the ileocecal region is offered by the 
anatomy of that region. Next to the rectum, the 
cwcum has the largest supply of lymphoid tissue in 
the large intestine. 

In children, ileocecal tuberculosis is often caused 
by infected milk, and in adults by the stasis of 
infected food or swallowed sputum at the cecal 
head. 

There is nothing in the syndrome which is char- 
acteristic of tuberculosis unless it is the insidious 
onset and chronicity of the condition and the 
interval of freedom from symptoms. Pain is an 
early symptom. At first it consists of distress, but 
later is cramp-like and irregular. It is associated 
with tenderness and rigidity in the right lower 
quadrant of the abdomen. Obstinate constipation 
and diarrhoea are prominent symptoms. Vomiting, 
belching, and epigastric discomfort occur early. 
Roentgenoscopy and roentgenography after the 
administration of a barium meal are of great aid in 
the diagnosis, revealing hypermotility, spasticity, 
and a filling defect in the ileocwcal region. 

Pathologically there are two distinct types of 
ileoceecal tuberculosis, the ulcerative and the hyper- 
plastic. The ulcerative or enteroperitoneal type is 
often a secondary manifestation of a primary focus 
elsewhere. The tubercles occur first in the mucosa 
and spread and coalesce to form shallow ulcers. 


As the lymphatics and vessels run circularly the 
ulcers may encircle the gut. Therefore when healing 
occurs a stenosis may result. Similar tubercles may 


be found studding the serosa. The condition is 
surgical only when obstruction is impending. 

Hyperplastic tuberculosis of the cwcum is con- 
sidered to be primary in that part of the gut. 
Surgical excision frequently effects a cure. Gradual 
thickening of the wall of the ce#cum and the ter- 
minal ileum frequently results in obstruction of the 
lumen of the intestine. Obstruction of varying 
degree is present in all cases. 

Of the nine cases of cecal tuberculosis reviewed 
by the author, five were of the hyperplastic type. 
In two there were papillary projections of the 
mucous membrane. One case was of the ulcerative, 
constricting type with the primary focus in the 
middle lobe of the right lung. In all of the cases a 
diagnosis of appendicitis had been made at some 
time. In two cases appendectomy had been per- 
formed, and in one case it had resulted in a fiecal 
fistula. In three cases a Friedreich resection with 
side-to-side anastomosis of the ileum to the trans- 
verse colon was done in one stage. The results were 
uniformly good. Of seven patients, only one died, a 
child two and a half years old who had been sub- 
jected to appendectomy. When followed up later, 
the other patients reported freedom from symptoms 
and marked general improvement. 
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Carcinoma of the intestinal tract is most frequent 
in the foregut and the hindgut. As the more fixed 
portions of the intestinal tract offer greater resist- 
ance to fecal movements, they are subjected to 
more constant irritation. Tumors of the caecum 
grow slowly and are only moderately malignant. 
They metastasize less frequently than tumors of a 
similar nature in other organs. Carcinoma begins 
in a circumscribed area of mucosa with enlargement 
of the adjacent lymph glands and permeation of the 
basement membrane. Ewing classifies carcinomata 
of the bowel as follows: adenoma destruens; 
stenosing fibrocarcinoma; colloid gelatinous adeno 
carcinoma; multiple carcinomata from polyposis; 
papillary carcinoma from single polyps; and 
melanoma. The signet-ring cells tend to be more 
malignant than the glandular type with columnar 
growth. 

The symptoms of carcinoma at the cwcal head 
are due largely to complications and rarely bring 
the patient to the physician early. The usual com 
plaints are pain, constipation alternating with 
diarrhoea, nausea, vomiting, and distention. Among 
the common objective signs are weight loss, the 
presence of a tumor mass, tenderness, melina, vis- 
ible peristalsis, and secondary anwmia. 

The author prefers the Friedreich operation for 
tumors of the right side of the colon. This technique 
was used in forty-six of the reported cases. It con- 
sists of the removal of from 10 to 12 in. of the ileum, 
the entire cecum and ascending colon, and from 
one-third to one-half of the transverse colon, fol- 
lowed by anastomosis of the ileum to the transverse 
colon. Asa rule end-to-end anastomosis is done, but 
when the colon is very fat side-to-side anastomosis 
is preferable. Joun W. Nuzum, M.D. 


Charrier, A., and Dubourg, G.: Twenty-Six Cases 
of Perineal Amputation of the Rectum. Some 
End-Results (A propos de 26 cas d’amputation 
périnéale du rectum. Quelques résultats éloignés). 
Bordeaux chir., 1932, No. 2, 101. 


In the period from 1924 to 1927 the authors per- 
formed twenty-six perineal amputations of the 
rectum. The twenty-six cases are reported briefly. 
Eighteen of the patients were men, the sex ratio 
therefore agreeing with that reported by Hartmann, 
Kocher, and Kuttner who found cancer of the rectum 
twice as frequent in males as in females. Except in 
the case of a woman twenty-two years old, the con- 
dition developed at the usual age for cancer. 

There seemed to be no relation of the condition to 
hemorrhoids, or polyps. Sixteen of the cancers were 
in the ampulla, eight in the anus, and two in the 
rectosigmoid. In one case there were two neoplastic 
ulcerations 6 cm. apart. Cases of this type are very 
rare. 

In three cases of cancer of the anus the lesion 
extended to the skin of the neighboring portions and 
infected the rectal fosse. In two cases of ampullar 
cancer it spread to the vagina and in one case it 
extended to the sacrum. In one case, involvement of 
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the prostate and a seminal vesicle was suspected. 
Most of the cancers of the rectal mucosa were 
typical epitheliomata. A few of the tumors were 
atypical epitheliomata, true carcinomata, but none 
was a colloidal epithelioma. 

In amputating the rectum the authors use the 
classical technique. The formation of a permanent 
anus is necessary. The authors prefer to make a 
left iliac anus. The colostomy is done from eight 
to fifteen days before the perineal stage of the 
operation. 

Quite often the diagnosis remains uncertain in 
spite of the efforts of the clinician and in spite of 
exploratory laparotomy. In such cases colostomy 
will remove all doubt. After derivation of the faces 
the rectum is liberated from its inflammatory ad- 
hesions, the tumor, which previously was fixed, 
becomes mobile, and a cancer which has been con- 
sidered inoperable may be found operable. 

The mortality in the cases reviewed was 11.40 per 
cent. Tixier operated upon thirty-two cases with 
no mortality whereas Imbert operated upon twenty- 
nine cases with a mortality of 30 per cent. The 
tnree deaths in the authors’ cases were due to pelvic 
cellulitis. This can be combated by colostomy pre- 
ceding the amputation. 

The end-results could be determined in only fifteen 
of the authors’ cases. Five of the patients died before 
the third year. Statistics from the literature show 
that in 45 per cent of cases perineal amputation of 
the rectum assures a survival of at least three years. 
Five of the authors’ patients survived the operation 
for three years, three for four years, and one for 
seven years. Two developed a recurrence in the 
first year and three developed a recurrence in the 
fifth year. 

When well executed, perineal amputation of the 
rectum permits the surgeon to go far above the 
limits of the tumor and remove an appreciable 
amount of the mesorectum with its glands. Recur- 
rences suggest that the operation should extend 
well beyond the diseased area, especially toward the 
prostate, in front of the rectum. PAce. 
Abel, A. L.: The Pecten: The Pecten Band: Pec- 


tenosis and Pectenotomy. Lancet, 1932, ccxxii, 
714. 


‘““Pecten” is the name given by Stroud to approxi- 
mately the middle third of the anal canal. The pec- 
ten begins at the level of the median borders of the 


levator ani muscles. In a state of repose the anal 
canal is a slit-like passageway kept closed by com- 
pression of its upper end by the levator ani muscles 
and below these by compression of the internal and 
external sphincter muscles. During defecation it 
becomes oval and shorter. Its normal length is 
114 in. A white line shows the junction of the skin 
and the mucous membrane. This white line corre- 
sponds exactly to the lineal interval between the 
external and internal sphincter muscle. It is a very 
important landmark. Below the level of Hilton’s 
white line the anal canal is lined with squamous 
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epithelium which is indistinguishable from ordinary 
skin. The white line is often referred to as the 
mucocutaneous juncture. The pecten is an areca 
1; in. wide immediately above the white line. From 
the upper edge of the pecten the columns of Morgag 
ni arise like the teeth of a comb. Pennington esti 
mates that 85 per cent of all proctological diseases 
begin in the pecten. 

The old-fashioned procedure of stretching the 
sphincters produces a rupture of the fibers of the pec- 
ten band in many places, usually with multiple 
areas of extravasation of blood among the fibers aiid 
the consequent formation of fibrous tissue and 
thickening of the pecten band. If little hamorrhage 
occurs, complete relaxation of the sphincters results. 
In the author’s opinion, a clean incision through 1 he 
pecten band, pectenotomy, is preferable to stretch 
ing of the sphincters. This operation is performed 
with the patient lying in the right lateral position. 
The index finger of the left hand is inserted into the 
anal canal without a lubricant and the right poste 
rior quadrant of the canal is everted. A little to the 
right of the midline an incision is made parallel with 
the long axis of the bowel. As soon as the mucous 
membrane and skin have been divided, the white 
fibers of the pecten band come into view at the upper 
end of the incision and the reddish-brown fibers o/ 
the external sphincter appear at the lower end of the 
incision. The incision is carried deeper until the 
complete thickness of the pecten band is divided. 
As soon as it is completed the anus is so completely 
relaxed that two or three fingers can be passed into 
it, whereas before the pectenotomy the sphincter 
was very tightly spastic. | Joun W. Nuzum, M.1) 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Heuser, C.: Hepatolienography with Thorotrast 
1073-A, Relief Roentgenography of the Wall of 
the Stomach, the Intestine, and the Bladder 
with ‘‘Umbrathor,’’ and Impregnation of the 
Renal Pelvis with Thorotrast 1019-A (Hepu 
tolienografia con el Torotrast 1073-A, radiografia de 
relieve de la pared del est6mago, intestino y vejiza 
con la solucién del umbrathor, y la impregnacion «i: 
la pelvis renal con el Torotrast rorg-A). Sem 
méd., 1932, XXXiX, 54. 

Colloidal preparations of thorium dioxide have 
been used for various types of roentgenograp)y. 
Umbrathor is of value to show the mucosa of {hie 
gastro-intestinal tract in relief. 

For visualization of the colon the patient is pre 
pared with a purgative and a liquid diet. A large 
colonic sound introduced as deeply as possible, «nd 
then, with a syringe and strong pressure, 200 ¢.cn. 
of umbrathor and an equal quantity of water «are 
injected. Following this injection the tube is with 
drawn slowly so as to leave a small quantity of the 
solution along the bowel, and at the same time the 
abdomen is massaged to impregnate the mucosa. 
After a considerable wait, as much of the liquid as 
possible is withdrawn and ten minutes later the 
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intestine is insufflated with air, care being taken not 
io introduce more than 200 c.cm. The roentgeno- 
crams are then made at once. 

or examination of the stomach the patient is 
prepared by fasting and the administration of laxa- 
tives. A mixture of 20 c.cm. of umbrathor with 20 
ccm. of water is injected through a tube, the 
patient being turned in various positions and the 
stomach massaged. A quantity of air up to about 4o 
ccm. is then injected slowly under fluoroscopic 
control. 

For visualization of the bladder the bowels are 
cleared by an enema, the bladder is emptied, and a 
varm solution of two parts of water and one part of 
umbrathor is injected into the bladder, left in place 
a few moments, and evacuated by the sound. ‘lhen, 
through the same sound, the bladder is filled with 
from 70 to 120 c.cm. of air. This procedure must be 
carried out rapidly as the thorium is precipitated by 
the urine and after precipitation good images can- 
not be obtained. ‘Ihe roentgenograms should be 
made stereoscopically. 

For ascending pyelography, Thorotrast 1019-A is 
employed. After proper preparation of the patient 
on the roentgenographic table the biadder is filled 
with from 100 to 200 c.cm. of distilled water, 
ureteral sounds are passed, and, after being emptied 
by aspiration, the renal pelvis is slowly filled with the 
thorotrast. Six cubic centimeters of the thorotrast 
are introduced. The first film is then exposed. 
When this has been done, all of the liquid possible 
is extracted by aspiration, about 10 c.cm. of air are 
introduced slowly, and a second roentgenogram is 
made to show the renal pelvis in relief. After the 
roentgen examination the bladder is emptied. 

For visualization of the liver and spleen Heuser 
employs Thorotrast 1073-A. In experiments on 
rabbits he gives 1 c.cm. per kilogram of body weight 
with 2 c.cm. of glucose solution through the ear 
vein. The roentgenograms are made after twenty- 
four hours. If necessary, others are made one or two 
days later. In clinical cases the method should be 
used only in conditions such as cancer, hydatid cyst 
of the liver, and similar grave diseases. In clinical 
cases the author employs the technique described by 
the makers of the drug. In cases of cancer of the 
liver the procedure seems to lessen the pain. The 
first day, 25 c.cm. of the drug mixed with two parts 
of glucose solution are injected slowly with the 
patient fasting. This is repeated every two days 
until 75 c.cm. of the thorotrast have been intro- 
duced. James T. Case, M.D. 


Johnson, W. R.: The Differential Diagncsis of 
Cases of Jaundice Without Pain. Jed. Clin. 
North Am., 1932, XV, 1513. 

Jaundice without pain offers many difficult prob- 
lems in diagnosis. Unrelieved obstructive jaundice 
may produce serious and even fatal injury to the 
parenchyma of the liver. 

The absence of pain does not rule out stones in 
the common duct, carcinoma, or other conditions 


ordinarily productive of pain with jaundice. Even 
cholecystitis with stones and jaundice may occur 
without pain. Therefore it is important to dif- 
ferentiate an intrahepatic, hamolytic, or obstructive 
jaundice when painless jaundice is present. The 
most important aid is the history. This will help to 
differentiate major factors such as drugs admin- 
istered for rheumatism, syphilis, and amecbiasis, 
and phenylhydrazine for polycythemia. The char- 
acter of the onset of the jaundice in the aged or 
young and a history of biliary colic, hematemesis, 
or a familial incidence of jaundice are suggestive. 
The physical examination may show collateral circu- 
lation, umbilical or supraclavicular lymph nodes, 
rectal implants, enlargement of the gall bladder or 
spleen, raindrop pigmentation, or definite anamia. 

Laboratory tests are important. The height and 
fluctuation of the bilirubin content of the serum is 
often helpful. A sudden rise with a sudden fall 
indicates intermittent obstruction of the common 
duct. A sudden rise which is sustained or followed 
by a gradual fall suggests catarrhal jaundice. In 
the cases of elderly patients a gradually rising 
curve which is sustained may indicate malignancy. 
A low and slightly fluctuating level is often observed 
in biliary cirrhosis. The van den Bergh reaction 
alone does not definitely distinguish jaundice due 
to an obstruction of the extrahepatic ducts from 
that due to disease of the hepatic parenchyma. 

Duodenal aspiration is of major importance. 
Blood-tinged mucus most frequently indicates 
carcinoma of the gall bladder, bile ducts, or pancreas. 
Continued absence of bile is rarely encountered 
except in complete benign stricture or obstruction 
due to malignancy. Cholesterol crystals or bilirubin 
pigment should suggest the presence of an obstruct 
ing calculus. 

A definite increase in the blood cholesterol sug- 
gests obstructive jaundice, whereas a marked 
decrease in the cholesterol ester level indicates 
intrahepatic jaundice. In time, the galactose- 
tolerance tests may prove a most valuable adjunct. 

In the differential diagnosis of jaundice without 
pain a careful evaluation of the history and the 
findings of a general examination with an estima- 
tion of the level of the serum bilirubin, the duodenal 
content, the galactose-tolerance tests, and the level 
of blood cholesterol will usually lead to a correct 
diagnosis. STANLEY H. Mentzer, M.D. 


Patel and Mallet-Guy: Intolerant Gall Bladder 
and Chronic Pancreatitis (Vésicule biliaire intolé- 
rant et pancréatite chronique). Lyon chir., 1032, 
XXix, 199. 

In the case reported, gall-bladder drainage was 
done in 1924. No stones were found. On closure of 
the fistula the biliary colic promptly recurred, and 
in 1929 cholecystostomy became necessary again. 
An X-ray study of the ducts was then made by in 
jecting the fistula with lipiodol. The common duct 
was found tortuous and rigid but free from obstruc 
tion. Because of the gall-bladder intolerance chole 





226 


cystectomy seemed contra-indicated and _ chole- 
cystogastrostomy was done. The immediate result 
was good, but after four months the pain recurred. 

Simultaneous tubage of the stomach and duo- 
denum showed the anastomosis to be permeable. 
Only a small portion of the bile passed by way of the 
common duct. The pain coincided with the rush of 
chyme through the duodenum. 

Exploratory operation to discover the cause of the 
obstruction of the common duct revealed enlarge- 
ment and induration of the head of the pancreas. 
The patient continued to have attacks of colic with 
chilly sensations and slight icterus. 

This case is believed by the authors to show the 
successive stages of chronic pancreatitis. First to 
develop is pain, which simulates that of gall-stone 
colic. This is due to interference with peristalsis in 
the common duct. Later there is occlusion of the 
duct with a phase of chronic icterus. Such a course 
of events was described by Bérard in 1926. 

These cases offer an argument for cholecystostomy 
in the presence of a gall-bladder syndrome without 
stones. Cholecystogastrostomy has the advantage 
of avoiding an external fistula. However, it is not an 
ideal operation as the essential lesion is in the 
pancreas. In fact, it does not protect against subse- 
quent acute pancreatitis (Brocq and Miginiac). 

In the discussion of this report, VILLARD said that 
there are four causes of persistent fistula in the 
absence of stones: (1) the secretion of an abnormally 
thick mucus by the gall bladder, (2) abnormalities 
of Heister’s valves, (3) too tight suturing of the gall 
bladder to the skin, and (4) obstruction of the 
common duct. Because all but obstruction of the 
common duct are remedied by cholecystectomy, 
Villard favors this operation as a routine procedure. 
He stated that in the determination of the cause of 
obstruction of the common duct lipiodol is not of 
great value when stones are absent as it often passes 
an inflammatory stricture without difficulty and 
even a slight degree of obstruction will cause the 
persistence of a fistula. 

SANTY said that, in the absence of stones, he 
prefers cholecystostomy because it permits an accu- 
rate study of the biliary tract and preserves the gall 
bladder. ALBERT F. DE Groat, M.D. 


Schrager, V. L., Ivy, A. C., and Morgan, J. E.: A 
Method for the Plastic Reconstruction of the 
Common Bile Duct. An Experimental Study. 
Surg., Gynec. & Obst., 1932, liv, 613. 

The methods commonly used today for recon- 
struction of the common bile duct have a high 
mortality and often prove unsatisfactory. The 
authors offer a new one-stage operation which has 
been found experimentally to be quite successful. 

In dogs, the anterior wall of the stomach over the 
pylorus was incised between clamps from the lesser 
to the greater curvature and down to the mucosa, 
somewhat in the manner of the Rammstedt opera- 
tion. The edges of the divided musculature were 
spread by blunt dissection until a rectangular flap 
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t in. wide could be cut from the mucosa. The flap 
with its base intact toward the lesser curvature was 
then made into a tube 1.5 in. long by stitching the 
free edges to each other over a catheter. The tube 
remained viable as it contained nerves and blow! 
vessels coming from the lesser curvature where the 
pedicle was attached. The defects in the stomach 
were closed in the manner of the usual pyloroplast 
but one stitch was placed above and one below the 
base of the tube in such a way as to form a muscul:r 
cuff around the basal circumference of the tuly 
This stitch, when properly placed, invaginated thie 
mucosa of the tube which acted as a valve. 

A tube formed in this manner meets the requir 
ments of plastic reconstruction of a biliary duct 
it is lined with epithelium and epithelium is prese 
at the points of anastomosis; it contains no absor!) 
able suture material in its lumen; it is free fron 
tension; it empties into a viscus biologically rece), 
tive to bile; it contains a valvulosphincteric mech. 
nism; and it conforms to the normal obliquity of the 
gastro-intestinal viscus. 

In three dogs the tube thus made was connect: 
to the gall bladder by the classical gastro-enterv; 
tomy technique and in four dogs the anastomo 
was made by culling the gall bladder onto the tube 
In two dogs the catheter was left in place Thi 
method prevented the usual postoperative oedem: 
and subsequent jaundice of three or four days 
duration. The tube was invariably passed with thie 
faeces within ten days. 

In two dogs the common duct was anastomose:! 
to the artificial tube by ari end-to-side anastomosis 
similar to that used by Coffey to implant the ureter 
in the large bowel. 

Eight of the dogs were living from one to thre 
months after the operation in excellent conditic: 
and free from jaundice. Six of these had a gal! 
bladder anastomosis and two a common-duct 
anastomosis. Three dogs died as the result of the 
operation, one after two weeks from distemper ani 
a leak at the gall-bladder anastomosis, one after two 
days from necrosis of the distal end of the gastric 
tube, and one after three days from a leak at the 
gall-bladder anastomosis. 

In four dogs, fluoroscopic examination showe:! 
that the gastric tube thus made prevented regurg! 
tation. Further studies are necessary to determine 
if ascending infection of the biliary passages can he 
prevented. STaNLEY H. Mentzer, M.D. 


Escudero, P.: Progressive and Complete Exclusion 
of the Pancreas in the Dog Does Not Cause 
Diabetes. The Reticulo-Endothelial Tissue !s 
the Vicarious Tissue of the Pancreas (La s 
pression progressive et totale du pancréas ne prodti 
pas le diabéte. Le tissue réticulo-endothélial est 
tissue vicariant du pancréas). Rev. Sud.-Am. 
med. et de chir., 1932, iii, 1. 

Escudero reports experiments carried out on doy> 
to determine the effects of gradual elimination of th 
function of the pancreas. 
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lwo operative procedures were used. In one, the 
pancreatic duct was ligated and all except the head 
o} the organ was resected. In the other the duct was 
ligated and all of the vascular pedicles with the 
exception of the pancreatic branch of the duodeno- 
pancreatic artery were sectioned. After both proce 
dures the remaining atrophic pancreatic tissue was 
removed from seven to ten months later. Each 
experiment was completed by necropsy with micro- 
scopic study to control particularly the pancreatec- 
tomy. Sugar tolerance was determined by plot- 
ting a blood-sugar curve following the administra- 
tion of glucose by mouth or intravenously. The 
second stage of the pancreatectomy was usually 
delayed until after the sugar tolerance had become 
normal. 

When the experiment was carried out under the 
best conditions the blood-sugar curve became nor- 
mal after several months and remained normal after 
the second operation in which the remaining pan- 
creatic tissue was removed. Occasionally the animal 
showed a reduced tolerance, but even then did not 
become diabetic on a normal diet. 

After the first operation the sugar tolerance some- 
times appeared normal when the glucose was 
administered by mouth, but after the second opera- 
tion the animal died of typical diabetes. In such 
cases glucose given intravenously produced a high 
blood-sugar curve. 

It was found that simple ligation of the duct does 
not stimulate the vicarious function of the reticulo- 
endothelial system because the internal secretion of 
the pancreas is not impaired. 


In the case of a dog operated upon according to 
the second technique described, determinations made 
a year and a half later showed a lowered sugar 
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tolerance but no glycosuria on an ordinary diet. At 
laparotomy the spleen was found to be twice the 
normal size. Splenectomy was performed. The 
atrophied pancreas was left i situ. A fatal diabetes 
immediately resulted. In the cases of some dogs a 
fair sugar tolerance was maintained. ‘This is ex- 
plained by the fact that the spleen of the dog, as 
compared with that of other animals, contains only 
a relatively small portion of the total reticulo- 
endothelial tissue. AtBert F, De Groat, M.D. 


Morwa, R.: Traumatic Rupture of the Spleen 
(Rupture traumatique de la rate). Rev. de 
Par, 2639; 97. 


chir., 


On the basis of seventy-seven cases of traumatic 
rupture of the spleen reported in the literature and 
one case of his own the author calls attention to the 
importance of watching for delayed hemorrhage. 
Delayed hemorrhage may occur from twenty-four 
hours to eighteen months after the injury. During 
the latent period a slight tenderness of the left upper 
quadrant and perhaps a slight muscular rigidity and 
an elevation of the temperature suggest a splenic 
hematoma or a subcapsular hemorrhage, both of 
which may give rise to a massive secondary hem 
orrhage. However, in more than half of the reported 
cases no signs or symptoms were present. 

In the treatment of splenic rupture splenectomy 
is the method of choice. If the operation can be per 
formed in the latent period, the prognosis is much 
better than if the patient is seen at the time of sec 
ondary hemorrhage. 

Splenectomy causes only a temporary change in 
the normal blood picture. The loss of the spleen is 
well tolerated in traumatic injuries. 

GeEzA DE TAKATs, M.D. 
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Harrison, L. W., Abraham, J. J., Davies, A., Hem- 
mant, L., Lees, D., and MacLeod, D. H.: Dis- 
cussion on Gonorrheea and Other Cervical Dis- 
charges. Proc. Roy. Soc. Med., Lond., 1932, xxv, 
S10. 


HARRISON urged greater accuracy in the determi- 
nation of the cause of vaginal discharges and called 
attention to the diagnostic value of microscopic, 
cultural, and complement-fixation tests. He divided 
vaginal discharges into 3 groups: (1) gonorrhoeal dis- 
charges, (2) discharges due to bacteria other than the 
gonococcus and (3) chemical discharges. He stated 
that each group requires a different kind of treat- 
ment. Of 294 cases of vaginal discharge, 142 were 
due to the gonococcus and 152 to other bacteria. 
For the non-specific type of infection, Harrison pre- 
fers the use of a to per cent solution of mercuro- 
chrome-220. He emphasized that care in the appli- 
cation of an antiseptic is of as much importance as 
the character of the antiseptic. With regard to the 
treatment of gonorrhceal infections he called atten- 
tion to a specially prepared vaccine employed by 
Clements at St. Thomas’ Hospital, London. He 
believes that the use of this vaccine with frequent 
checks of the titer of the complement-fixation reac- 
tion is the most rational method for the treatment 
of discharges of gonorrhceal origin. 

ABRAHAM reported that of 1,000 cases of vaginal 
discharge, 152 were non-venereal. Gonorrhoea was 
suggested clinically in 848, but was proved by labo- 
ratory methods in only 411. Three hundred and five 
of the 1,000 women were pregnant. Gonorrhoea was 
suggested clinically in the cases of 259 of the latter, 
but was proved by laboratory methods in only gor. 
Abraham concluded that it is more difficult to iso- 
late the gonococcus from a pregnant woman than 
from a non-pregnant woman. His criteria of cure 
are apparent absence of the disease from all parts of 
the genital tract, negative smears and cultures taken 
two days before and two days after menstruation, a 
negative provocative injection of gonococcal pro- 
teose and negative cultural examinations of the 
urine. 

Davies believes that in many cases the uterine 
cavity is infected and should be treated. His ex- 
perience with diathermy has been very unsatisfac- 
tory. He regards glycerin as the best remedy. 

HEMMANT emphasized the importance of psycho- 
logical encouragement of the patient. 

Lees divided vaginal discharges into 3 types: 
(1) definitely gonorrhoeal discharges, (2) clinically, 
but not bacteriologically gonorrhocal discharges, and 
(3) discharges which are definitely not gonorrhceal. 
He stated that the chief aims of treatment should be 


to increase resistance by the use of vaccines and 
other methods, promote drainage, and destroy 1} 
infecting organism. His criteria of cure are prac 
cally the same as those mentioned by Abraham. 

MacLeop reported that in the routine treatme) 
of subacute and chronic cases at the Middlesex Ho 
pital, London, the urethral and cervical canals ire 
irrigated daily for a month with a solution of bicar 
bonate of soda to remove the mucus and then with 
ro per cent solution of dichloramine-T. After the 
irrigation the vagina is dried and lightly pack« 
with gauze soaked in a 2 per cent solution of mer 
curochrome in glycerin. In acute cases the patien 
is put to bed and given frequent hot baths until the 
symptoms subside. On subsidence of the symptom 
she receives the routine treatment. In the cases o/ 
pregnant women urethral irrigations are given « 
described, but the cervix is painted twice week!) 
with Bonney’s blue, a 0.5 per cent solution of bo 
crystal violet and brilliant green in alcohol or a :o 
per cent solution of protargol, and the vagina is not 
packed. Gonococci are more likely to be found at 
the end of the menstrual period than at any other 
period; therefore this is the opportune time to take 
smears. MacLeod does not regard vaccine treit 
ment of much value. He considers the patient cured 
when three successive clinical and microscopic ex 
aminations made at monthly intervals are negative. 

Morr stated that it is futile to attempt to compare 
the results obtained by various methods of treat 
ment. From his experience he drew the following 
conclusions: 

1. With the use of local applications, about 50 
per cent of patients are clinically cured and cease to 
yield gonococci after five or six months of intensive 
treatment. 

2. In the cases of the remaining 50 per cent it is a 
waste of time to continue treatment. 

3. Cases that do not quickly clear up are best 
treated by diathermy. 

4. Diathermy has no specific action in killing the 
gonococcus, but promotes drainage and stimulates 
local resistance to the infection. 

5. Many chronic cases apparently clear up alter 
a course of diathermy treatment. 

In trichomonas vaginalis, which causes a type 
vaginitis frequently mistaken for gonorrhwa, Moir s 
treatment consists of daily painting of the vagina 
with a 1 per cent solution of picric acid in 1 part ot 
alcohol and 3 parts of water and daily douching wit! 
a 1 per cent lactic acid solution. 

WATSON stated that he relies on bacteriologic:! 
study for the diagnosis of gonorrhoea. He described 
his technique for obtaining smears. He stated that 
dichloramine-T, eucalyptus and castor oil, formalin 
in glycerin, iodoform in aniline oil, quinine in power 
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and solution, antiseptic powder applied with an 
insufflator, and an antiseptic sedative and ointment 
are of value in the treatment of gonorrhoea, but the 
remedy for routine use is a 5 per cent suspension of 
acriflavine in glycerin and castor oil. He applies 
this with a hollow sound or a probe as a solid object 
may force the infection higher. 

RorKE called attention again to the possibility of 
making an erroneous diagnosis of gonorrhcea in cases 
of vaginitis, and stated that the colon bacillus is fre- 
quently responsible for the condition. For provo- 
cation of the infection she prefers provocative injec- 
tions of vaccine to giving the patient a cocktail or 
champagne and taking cultures the following morn- 
ing. 

KEYES cited a case in which diathermy used on 
account of the genito-urinary infection cleared up an 
arthritis due to gonorrhoea. 

LOGAN stated that at King’s College Hospital, 
London, she made it a rule to keep patients under 
observation for a period of two years after the cessa- 
tion of the treatment before discharging them as 
cured. CuesterR C. Donerty, M.D. 


Bulliard and Douay: An Investigation of the 
Ovarian Hormones in ‘‘Deciduiform Metritis”’ 
(Recherche des hormones ovariennes dans la 
métrite déciduiforme). Bull. Soc. dobst. et de 
gynéc. de Par., 1932, xxi, 85. 

The condition described by Moukayé in 1921 as 
“métrite deciduiforme” occurs most frequently at 
the extremes of menstrual life. It is characterized 
by profuse and prolonged menstruation which 
resists all treatment. Pelvic examination reveals no 


important lesion. Uterography with lipiodol shows 
the uterine cavity to be regular but the edges of 


its shadow are tortuous. Curettage reveals thick- 
ening of the endometrium. Histological examina- 
tion shows the presence of decidua-like cells in the 
upper laver of the mucosa and a tortuous arrange- 
ment of pseudoglands. ‘The lumina of some of the 
glands are filled with mucous secretion. 

The determining cause of the uterine bleeding is 
the excessive development and abnormal persistence 
of one or more corpora lutea. The persistent 
corpora lutea produce hypertrophy and changes in 
the endometrium which are similar to those of preg- 
nancy. At the time of menstruation the endome- 
trium is not cast off completely. A great deal of it, 
thickened and very vascular, remains in the uterus 
and produces persistent bleeding which is sometimes 
very severe. 

Curettage does not cure this form of menorrhagia. 
Under the influence of the persistent corpus luteum 
the bleeding increases until the ovary resumes its 
function and the corpus luteum undergoes its 
habitual regressive changes. 

The treatment may consist of surgical removal of 
the ovary with the diseased corpus luteum or of 
irradiation to produce atrophy of the corpus luteum 
and stop ovarian function temporarily. In the cases 
of young women the authors usually prefer radium 
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therapy in small doses, repeated if necessary, to 
produce temporary amenorrhovca. In the cases of 
women near the menopause a castration dose should 
be employed. Ina case reported by the authors the 
blood serum injected into three castrated female 
rats was found to contain a considerable amount of 
lutein hormone (progestin) and only a very small 
amount of the female sex hormone (cestrin). 

In discussing this report, BéciERE briefly re 
viewed Zondek’s book on the hormones of the ovary 
and the anterior lobe of the hypophysis which was 
published in Germany in 1921. 

Isaac ANpRuSSIER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Madruzza, G.: Reticulated Tissue in the Normal 
and Pathological Fallopian Tube (ll tessuto 
reticolato nella tuba normale e patologica). Riz. 
ital. di ginec., 1932, Xill, 575. 

The author made a histological study of sections 
of fallopian tubes which had been removed surgically 
in the Section of Gynecology and Obstetrics of the 
Royal University of Perugia. The material included 
normal tubes, tubes with acute and chronic inflam- 
mation, tuberculous tubes, and tubes removed dur 
ing pregnancy and after the menopause. The tis- 
sues were stained with the silver method of Rio 
Hortega as modified by Volterra to bring out the 
reticular tissue, the connective tissue stains of 
Mallory, von Gieson, and Callego, the elastic fiber 
stain of Weigert, and ordinary hematoxylin-eosin. 

It was found that the various morbid processes 
studied produce definite changes and these in turn 
cause changes in the elastic and collagenous tissues 
such that the resulting mechanical changes in the 
wall of the tube may lead to tubal rupture. 

In conclusion Madruzza compares his findings 
with those reported in the literature. 

EvuGENE T. Leppy, M.D. 


Brandberg, R.: A Case of a Papillary Pseudomu- 
cinous Ovarian Cyst with Metastasis to the 
Spleen. Acta obst. et gynec. Scand., 1932, xii, 22. 

Between the extirpation of the two ovarian cysts 
and extirpation of the splenic tumor in the case re- 
ported, twenty-five and twenty-six years respectively 
elapsed. The author believes that the metastasis to 
the spleen took place by implantation in the perito 
neum of the splenic hilus and penetration of the 
organ along the vessels of the hilus. ‘The patient is 
still free from recurrence six years after the splenec 
tomy. 

Brandberg was able to find only one other case 
of this kind reported in the literature. 


EXTERNAL GENITALIA 


Plassat, E.: Esthiomene of the Vulva ([sthioméne 
de la vulve). Gynécologie, 1932, XXXxi, 129. 

The author reports a typical case of esthiomene 

of the vulva hoping from its clinical aspect to gain 
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some idea as to the etiology of the condition which 
might be of aid in its treatment. The patient, a 
woman thirty-six years of age, was admitted to the 
hospital for elephantiac oedema of the vulva. Six 
years previously she had noted a small, hard, and 
painless tumor in the lower part of the right labium. 
This had increased in size progressively without 
causing pain. At the time of her admission to the 
hospital it presented the typical appearance of 
esthiomene. 

About a year before the patient’s admission to 
the hospital a spontaneous fistula had developed in 
the left perineocrural fold, and since then other 
fistula had formed. 

The patient’s mother died of heart disease at the 
age of thirty-one years and her father of jaundice at 
the age of forty-five years. 

The patient had had no children, but gave a 
history of one abortion in the sixth month of preg- 
nancy. At the age of seventeen years she was 
treated by puncture for pleurisy on the left side. 
This was followed by a persistent pain in the side 
and irregular dyspnoea. Six years before her 
admission to the hospital she developed hydrarthro- 
sis of the left knee which required repeated puncture. 
A yellowish fluid escaped. The condition became 
cured. 

On September 23, 1920, under anaesthesia induced 
with Bilroth’s mixture, a large tumor on the right 
labium majius and a smaller tumor on the left 
labium minus were removed surgically and the 
wounds sutured with catgut. A hemorrhoidal 
lesion was also extirpated. As the urethral orifice 


had been displaced considerably by the tumors, a 


stricture of the meatus had resulted. A Pezzar 
dilator was therefore left in place for four days. 
The patient was discharged in good condition on 
October 30, 1920. 

When she was seen again on June 28, 1921, the 
left labium majius still showed some hypertrophy. 
And on the inner surface of the left thigh there 
remained an elephantiac area with fistulous tracts. 
A very long fistulous tract coursed toward the 
perineum, but did not communicate with the rectum. 
The patient was examined on several occasions 
after the operation. Although fistula were con- 
stantly present there was no recurrence of the 
tumor. Two or three years later she died, but the 
cause of her death was not determined. 

The spontaneous multiple painless fistula, the 
history of pleurisy and hydrarthrosis, and the fact 
that the surgical treatment given resulted in a 
marked diminution in the size of the tumor and 
prevented recurrence of the neoplasm although it 
did not cure the fistula suggest that the condition 
was tuberculous. 

Esthiomene of the vulva occurs most frequently 
in old prostitutes with a local or general predispos- 
ing condition. It is favored by multiple pregnancies, 
abortions, repeated exposure to venereal disease, 
alcoholism, anemia, and poor hygienic conditions. 
Frequently the patient gives a personal or family 
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history of tuberculosis. The lesion has been ascribed 
to tuberculosis, syphilis, and disturbances of the 
lymphatic circulation. 

The question has been raised as to whether esthiv 
mene is a pathological and clinical entity or repre 
sents only a type of evolution of ordinary ulceration, 
Verchere and Bandler, and more recently Darre and 
Delauney characterized it as a type of ordinar\ 
ulceration. Dubrueich and Bran in 1894 and 
Dupuy and Reuillére in 1907 concluded that it is 
a trophic ulceration. In some cases the latter 
hypothesis seems to be confirmed by the pathologic::| 
anatomy. 

The lesions of anogenital sclerema resemble those 
of elephantiasis following ulcer. The epidermis 
shows epithelial prolongations and the derma is 
extraordinarily thick because of the proliferation of 
oedematous connective tissue. The lymph vesscls 
are dilated and gorged with leucocytes, and each of 
them is surrounded by an area of inflammatory 
infiltration. 

Clinically, two types of esthiomene of the vulva 
are distinguished—an erythematous type and an 
ulcerous hypertrophic vegetating type such as that 
occurring in the case reported by the author. 

According to the classical description, thi 
clinical picture is characterized by ulceration 
hypertrophy, and stenosis. In the author’s case 
ulceration was not present. The deformity is 
usually asymmetrical and may be unilateral or bi 
lateral. Asa rule the labia majores are involved 

The prognosis of anovulvar tuberculosis is less 
favorable than that of syphilitic elephantiasis. 

Histological examination of the specimens r 
moved in the author’s case revealed giant cells of « 
tuberculous type without any signs of tuberculous 
follicles, and chronic inflammatory perivalvular 
lesions such as occur in infection by the hematoy 
enous route. No Koch bacilli were demonstrable. 
but this may be explained by the fact that the speci 
mens were not examined until they had been kep' 
in Kaiserling solution for some time. 

The differential diagnosis of esthiomene of the 
vulva is not always easy. Soft chancre of the se: 
piginous type, torpid cancer of the vulva, ani 
tertiary syphilitic ulceration may give rise to simila! 
changes. 

The treatment should be both general and loca! 
General treatment may include, according to th 
requirements of the given case, anti-syphilitic « 
anti-tuberculous treatment. Local treatment shoul 
be surgical and medical. Medical treatment con 
sists in antiseptic lavage, careful hygienic measure: 
and absolute sexual rest. Cauterization, which wa 
commonly used formerly in this condition, seem 
to have been abandoned. Surgical treatment ma 
be supplemented by radiotherapy. The lesions ma: 
be extirpated by typical or atypical vulvectomy. !! 
radiotherapy is used, the exposures must not be tov 
prolonged or too frequent as radiodermatitis | 
especially apt to occur in the vulvar region. 

Epita S. Moore. 
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Petic-Dutaillis, P.: A Study of the Beginning, 
Course, and Treatment of Primary Epitheli- 
omata of the Vulva Based on Seventeen Ob- 
served and Treated Cases (Considérations sur le 
début, l’évolution, et le traitement des épith¢liomes 
primitifs de la vulve d’aprés dix-sept cas observés 
et traités). Gynécologie, 1932, Xxxi, 65. 


Cancers of the vulva are rare. Most of them are 
epitheliomata. 

The author has collected seventeen cases of 
primary epithelioma of the vulva. Most of the 
patients were past the sixth decade of life and a few 
were in the eighth decade. The cases are divided 
into two series. 

The first series consisted of nine cases of epitheli- 
oma limited to the vulva and without glandular 
involvement. Five of these cases were treated by 
total vulvectomy, two by vulvectomy and radium 
irradiation, and two by radium irradiation alone. 

The second series of cases included eight in which 
the epithelioma involved the inguinal lymph glands 
and neighboring organs. In the cases of this group 
in which the lesion was less extensive the treatment 
consisted of radium irradiation or surgery. In the 
nearly hopeless cases, irradiation was employed after 
removal of the cancerous masses with the cautery. 
This treatment was given chiefly for palliation, and 
results were very mediocre. 

Epitheliomata of the vulva are as curable as 
epitheliomata elsewhere if they are treated properly 
in an early stage. Benign lesions of the vulva, such 
as papillomata, leucoplakia, kraurosis, and Bowen’s 
disease, should be treated as they predispose to the 
future development of malignancy. 

Besides surgery and radiotherapy, the author has 
used magnesium chloride and splenic extract in the 
treatment of epitheliomata of the vulva as sug- 
gested by Delbet. As a form of protein therapy he 
mentions the daily administration by mouth of a 
10 to 21 per cent globulin extract prepared from the 
epitheliomatous growth. Isaac ANpRussIER, M.D. 


Hinselmann, H.: Partitioning of the Vaginal 
Mucous Membrane (Ielderung der Scheiden- 
schleimhaut). Ziéschr. f. Geburish. u. Gynaek., 1931, 
ci, 166. 


As the change in the mucous membrane which the 
author designates as ‘“Felderung” (partitioning or 
marking off into fields) cannot be recognized on 
colposcopic examination without magnifying 10.5 
times, it will be new to many gynecologists. The 
author reported this change in fetal mucous mem- 
brane three or four years ago. 

A case of extensive partitioning of the vaginal 
mucous membrane calls for further discussion. The 
macroscopic or colposcopic appearance is shown by 
an illustration in color. The author’s supposition 
that ectopic cervical glands are present in the changed 
area of vaginal mucous membrane is proved correct 
by photomicrographs. 

After thorough investigation, Hinselmann con- 
cluded that the origin of the “fields” must be sought 
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in epithelial blocks at the site of and in relationship 
to, deep and voluminous or superficial and atrophied 
glands. As the relationship between partitioning and 
leucoplakia is so intimate, it appears from the au- 
thor’s researches that partitioning may constitute 
the basis of leucoplakia. Hans O. Neumann (G). 


MISCELLANEOUS 
Bonney, V.: On Sterility. Lancet, 1932, ccxxii, 971. 


The requisites for conception are a fertilizable 
egg-cell, a potent sperm, an uninterrupted trackway 
along which they may meet, and a surface suitable 
for implantation of the oésperm. 

It is generally agreed that the human egg-cell 
escapes from the follicle about midway between two 
menstrual periods, but the length of time it takes to 
descend into the uterus is not known definitely. In 
certain women dehiscence does not occur at all or 
occurs only very seldom. 

Sterility may be relative. The results of stock 
breeding show that certain females of a species are 
infertile to some of the males though fertile to others. 
This is almost certainly true also of human females, 
though it is difficult to prove in individual cases. 

It is generaily agreed that fusion between the egg- 
cell and sperm occurs in the tube, but how long the 
human sperm takes to ascend to the tube and how 
long it can maintain itself there is not known. 

Sperm impotence may be absolute because of 
deficient vitality of the male element or, like egg-cell 
infertility, it may be relative. The sperm, though 
healthy at the beginning of its journey, may have 
its potency destroyed or weakened by the toxic 
effect of an abnormal discharge from the female 
passages. 

The female genital tract may be divided into: (1) 
the ovarian segment, (2) the peritoneal segment, 
(3) the uterine segment, (4) the cervical segment, 
and (5) the vaginal segment. If any one of these 
segments is occluded pregnancy cannot occur. 

Ovarian segment. That the follicle after dehiscence 
forms the upper end of the female genital canal is 
proved by the occurrence of ovarian pregnancy. 

Peritoneal segment. It appears certain that the 
ovular wastage along the peritoneal segment of the 
trackway is normally large. Under abnormal condi- 
tions, such as adhesions of the omentum, appendices 
epiploice, or intestine, every egg-cell escaping from 
the ovary must perish in the abdominal cavity. 

Tubal segment. Our knowledge of tubal occlusion 
as a cause of sterility has been greatly increased by 
Rubin’s tubal insufflation test. This test should 
never be carried out when the vagina or cervix 
presents any suggestion of infection. It is advisable 
to prohibit marital relations for some time before 
the test is made. 

In recent years the state of the tubes has been 
determined by injecting lipiodol into the uterine 
cavity. If the uterine ostia are patent, the lipiodol 
passes into the tubes, and if the abdominal ostia are 
also patent it enters the abdominal cavity. After 
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the injection of the lipiodol, roentgenograms are 
made and the patency of the tubes is determined 
from the position and shape of the shadows. 

Uterine segment. The uterine cavity is so large 
that it can be blocked only by a tumor of consider- 
able size within it. The great majority of large 
intra-uterine tumors are fibromata. 

Sterility is often ascribed to an “infantile” state 
of the uterus, but this is evidently incorrect as the 
odsperm can graft in the isthmus of the tube which is 
far smaller than the smallest ‘infantile’ uterus. The 
frequent association of sterility with small size of 
the uterus is due to the fact that the tubes of women 
with a small uterus are often congenitally impervious 
or only poorly pervious, and deficient development 
of the uterus is often associated with deficient 
development of the ovaries. 

Cervical segment. Absolute obstruction of the 
cervical canal is very rare, but undue narrowness is 
common. Dilatation of the cervix for the cure of 
sterility has been a standard operation for a great 
many years, but because of the small size of the 
sperm in relation to even the narrowest cervical 
canal it is difficult to see how this intervention acts. 

Vaginal segment. The cavity of the vagina is so 
large that its total occlusion except by a congenital 
defect is rare. The best example of total occlusion 
is the so-called “imperforate hymen.’ However, 
narrowness of the vaginal entrance sufficient to 
prevent coitus is extremely common. 

It is generally thought that, in certain cases, 
sterility is due to structural unsuitability of the 
endometrium for grafting of the odsperm. However, 
when it is borne in mind that grafting may occur 
into the substance of the ovary, the wall of the tube, 
and even the peritoneum, tissues differing greatly 
not only from the endometrium but also from one 
another, it seems difficult to believe that compara- 
tively slight histological changes in the lining of the 
uterus can completely check the activities of the 
trophoblast. 

In all cases of sterility without an obvious cause 
the husband should be examined with regard to his 
physical condition and the state of his semen. The 
semen should be examined microscopically immedi- 
ately after it has been passed. 

The wife should be questioned and subjected to a 
physical examination and a tubal insufflation test. 
In carrying out the insufflation test it should be 
remembered that failure to get air to pass along the 
tubes, though usually due to fixed conditions, may 
be dependent upon a temporary cause such as 
thickening of the cornual endometrium or muscular 
spasm at the tubo-uterine junction. 

Many women, though they are anxious to have a 
child, do not desire it sufficiently to make them 
willing to undergo an abdominal operation to make 
pregnancy possible. 

In some cases the presence of marked retroflexion 
of the uterus, uterine fibroids, thickening in the 
region of the tubes, or a history strongly suggestive 
of salpingitis makes it practically certain that the 
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failure of air to pass is due to a fixed condition. In 
such cases repetition of the test is unnecessary befor 
the abdomen is opened. 

Blockage at only the abdominal ostium is the 
easiest variety of obstruction to treat as it requires 
merely simple salpingostomy. The extremity of the 
tube should be separated from its attachment to t)e 
ovary by dividing the ovarian fimbria, and tlic 
bulbous end should be slit sufficiently to allow a cui 
(like the cuff of a dressing gown sleeve) to be turne: 
back and fastened with a few fine catgut sutures. 
Kinks are a more difficult problem, but as a rule t/\e 
tube can be straightened out so that air will pass |), 
traction aided by minute incisions through t! 
peritoneal bands holding the kinks. 

Blockage at the uterine ostium requires re-ii 
plantation of the tubes into the uterus. 

Whatever method is used to open the tubes, 
adhesions around the ovaries should be clearc«| 
away. In most cases it is advisable to raise tlc 
uterus and appendages out of the pelvis by shorte: 
ing the round ligaments. If the uterus is retrovert«! 
this should always be done. 

Fibroids causing sterility should be removed 
myomectomy. 

In Bonney’s opinion, dilatation of the cery: 
favors conception, but does not have this efic 
nearly so frequently as is commonly claimed. 

In some cases, failure to conceive is due to impc: 
fect penetration during intercourse. In nearly : 


such cases the vaginal orifice is unduly narrow ani 
rigid and the pain produced causes a resistive spas 
which increases the difficulty. The orifice should he 
enlarged by a plastic operation. 


Failure of the ovaries to produce egg-cells can lye 
proved only by inspection through an abdomin: 
incision. 

Pregnancy sometimes follows the administrativn 
of endocrine extracts just as it sometimes follo 
mud baths, spa treatment, and suggestion. Ho 
ever, Bonney warns against the credulity which i 
readily recognized in laymen, but perceived on! 
with effort in members of the medical profession 

In conclusion Bonney says that under norma! 
conditions the sperms are not injected into the uterus; 
they find their way there of their own accord. The 
great drawback to artificial insemination of the 
uterus is the infrequency with which it can be ca! 
ried out. A far better procedure is injection of t! 
semen into the upper vagina by means of a syring 
The husband and wife should be instructed how 
do this so that it can be carried out frequently. 

Cart H. Davis, M.D 


De Azevedo, G. V.: Urinary Incontinence Treated 
by the Goebell-Frangenheim-Stoeckel Oper::- 
tion (L’incontinence d’urine et son traitement }) 
Vopération de Goebell-Frangenheim-Stoeckel). 1 
Sud.-Am. de med. et de chir., 1932, iii, 129. 

Incontinence of the urinary bladder is most co! 
mon in multipare past the age of forty years and 
due usually to a mechanical lesion of the sphinct 
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muscles. It may result also from disorders of the 
central nervous system, primary insufficiency of the 
sphincter, or nervous disturbances without an or- 
ganic basis (psychic). Incontinence due to congenital 
anomalies or an abnormal communication between 
the bladder or ureter and the genital tract as a result 
of trauma (fistula) does not belong, in a strict sense, 
to the category of incontinence of the urinary 
bladder in the female. Incontinence is considered 
permanent when it is present regardless of the posi- 
tion of the body. Relative incontinence is incon- 
tinence in the standing position or from increased 
intra-abdominal pressure (coughing, straining). 

The sphincter of the female bladder differs some- 
what in function and structure from that of the male 
bladder. In the female the bladder is closed by 
juxtaposition of the anterior and posterior walls of 
the urethra brought about by contraction of the 
sphincter urethrotrigonalis. The tangential direc- 
tion of the urethra and the weight of the full bladder 
also aid in the occlusion of the urethra. 

For the surgical correction of incontinence due to 
failure of sphincter control the author recommends 
the operation described by Goebell, Frangenheim, 
and Stoeckel. This procedure aims to reconstruct 
the sphincter by means of the pyramidalis muscle 
and the fascia of the rectus abdominis. Each 
pyramidalis muscle attached to the rectus fascia is 
carefully dissected down to the point of insertion at 
the upper border of the symphysis. The two strips 
of muscle and fascia are carried down behind the 
symphysis and joined to form a sling for the neck of 
the bladder. Good results have been obtained even 
when the pyramidalis was not present, as is fre- 
quently the case. 

The author reports a case in which this operation 
was performed successfully after other methods had 
failed. The technique is shown in illustrations. He 
believes that the success of the operation depends 
upon the formation of a cicatricial ring, and that 
there is no real muscle sphincter as the muscle fibers 
degenerate soon after they have been severed from 
their nerve supply. 

The operation described is preferable to inter- 
position operations because it does not interfere with 
pregnancy. Most surgeons caution against attempts 
at normal delivery after its performance, but Man- 
delstamm reported a case in which normal delivery 
was without ill effects. 

Successful treatment of urinary incontinence re- 
quires accuracy of diagnosis and careful consideration 
of the features of the given case. Operative failures 
are often due to failure to recognize the cause of 
the incontinence. Haroitp C. Mack, M.D. 


Vincent, G.: Lesions of the Pelvic Ureter Occurring 
During Gynecological Interventions (Les lésions 
de Puretére pelvien produites au cours des inter- 
ventions gynécologiques). Bull. Soc. d’obst. et de 
gynéc. de Par., 1932, xxi, 208. 


The author reports four cases in which the pelvic 
ureter was injured during a gynecological operation. 
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The first case was that of a woman of thirty-five 
years who was subjected to total hysterectomy for 
cancer. Section of the left ureter was followed by 
the formation of a ureterovaginal fistula and by 
suppurative pyelonephritis necessitating nephrec- 
tomy. Recovery ultimately resulted. 

In the second case the right ureter was injured 
during total hysterectomy. A_ureterocutaneous 
fistula formed, but healed spontaneously. 

In the third case an injury of the ureter during 
salpingectomy for acute adnexitis was followed by 
a ureterocutaneous fistula which healed spon- 
taneously. 

The fourth case was that of a woman of thirty- 
two years who had a stricture of the ureter following 
subtotal hysterectomy and complained of pains of a 
nephritic type. Retrograde pyelography was done. 
Improvement followed treatment by dilatation. 

The frequency of such injuries is explained by the 
anatomical relations of the ureter in the female 
pelvis. The lesions may be due to section, ligation, 
kinking, or secondary necrosis. Operative injury 
may occur at any point in the course of the ureter, 
but is most frequent in the upper part of the pelvis 
near the ovarian pedicle and in the ovarian fossa, 
and in the broad ligament. 

In the upper part of the pelvis the ureter may be 
included in the ligature of the utero-ovarian pedicle, 
being hidden by adhesions. During the liberation 
of adherent adnexa the ureter may be incised or 
severed. If haemostatic clamps are placed too low 
on the broad ligament the ureter may be injured at 
the site of its entrance into that ligament. 

The ureter is injured most frequently in the broad 
ligament in vaginal hysterectomy and in operations 
for genital prolapse, especially anterior colpectomy, 
certain colpotomies, and hysterectomies of the 
Wertheim type for uterine cancer. 

In some cases the ureter may be displaced by 
tumors of the broad ligament, uterus, or adnexa. 

Complete ligation of the ureter causes abrupt 
inhibition of renal function. In some cases this 
leads to physiological nephrectomy. In other cases 
pyonephrosis develops, necessitating secondary 
nephrectomy. If the ligation is bilateral or there is 
only one kidney, anuria results. If the ligature is 
not removed, urwmia leads to death in from six to 
eight days. 

Incomplete ligation of the ureter does not mani- 
fest itself until several days after the operation. 
The course is similar to that following transverse 
section. 

Longitudinal section usually heals spontaneously 
and only very rarely leads to stricture. Transverse 
section is much more serious. According to whether 
the escaping urine forces its way through the skin, 
the vagina, the cervix, or the peritoneum, a uretero- 
cutaneous fistula, a ureterovaginal fistula, a uretero- 
cervical fistula, or postoperative peritonitis results. 
The fistulae show a tendency toward spontaneous 
obliteration resulting in dilatation of the ureter and 
the renal pelvis, and atrophy of the kidney. If 
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infected, they may give rise to ascending pyelitis. 
Pyelonephritis with retention results in pyonephrosis 
with fairly rapid destruction of the kidney. 

Stricture is followed sooner or later by hydro- 
nephrosis. In some cases it is well tolerated and 
symptoms of infection remain absent for a con- 
siderable time. In a case reported by Costantini 
and Bernasconi. symptoms of infection did not 
develop until twelve years later. 

A lesion of the ureter due to ligation is rarely 
recognized during the operation. When the ureter is 
sectioned the escape of urine may be noticed. 
During the days following the operation the diag- 
nosis of injury to the ureter is based on the appear- 
ance of a fistula. In cases of ureterocutaneous fistula 
the dressings will be found saturated with urine. 
In cases of ureterovaginal fistula the patient will 
complain of constant loss of urine through the 
vagina. In some of these cases examination with a 
speculum will show the urine oozing into the vagina. 
It is then necessary to determine whether a vesico- 
vaginal or a ureteral fistula is present. The injection 
of dye into the bladder is usually of aid, but is not 
infallible as the fistular opening may be too narrow 
to permit escape of the dye or both the bladder and 
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the ureter may have a vaginal communication. In 
doubtful cases, cystoscopic examination after the 
intramuscular injection of a dye which is eliminated 
through the kidney (methylene blue or indigocarmin) 
is indicated. This will reveal the state of the vesical 
mucosa and show whether the ureteral orifices are 
functioning properly. If pus escapes through the 
ureteral orifice a renal infection is probably present 
Subsequently, ureteral catheterization may |e 
attempted to determine the permeability of thie 
ureters and to collect urine from the two kidneys 
separately to determine their functional capacity. 

After the operative period has passed, rena! 
function should be tested again. Stricture may |)c 
excluded by ureteral catheterization and ureter 
pyelography. In some cases intravenous pyeloz 
raphy is of value. 

The treatment of surgical injuries of the ureter is 
not easy. In some cases a choice must be mad 
between ureterorrhaphy and implantation of the 
ureter into the bladder, rectum, or skin. As tly 
results of these methods are only mediocre, nephr 
tomy, when possible, is to be preferred. Deep 
roentgen therapy has also been used with success to 
suppress renal function. Epitx S. Moor 
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PREGNANCY AND ITS COMPLICATIONS 


Hotelling, H., and Hotelling, F.: A New Analysis 
of Duration of Pregnancy Data. Am. J. Obst. 
& Gynec., 1932, xxiii, 643. 


The belief of the earlier obstetricians that the 
average duration of normal pregnancy (very short 
and very long pregnancies being excluded) is two 
hundred and eighty days was confirmed by the 
authors’ study. However, the standard deviation 
from this average, which others have estimated to 
be from eight to ten days, the authors found to be 
eleven days. If the early births are included, the 
mean duration is shorter and the standard deviation 
is greater. 

The mean duration from the date of coitus to 
birth is two hundred and seventy-one days, the 
standard deviation being scarcely any less than 
when the duration is counted from the beginning 
date of the last menstruation. The standard devia- 
tion also seems to be no less when the duration is 
counted from the last day of the last menstruation, 
as in England and France. Accordingly, there is no 
perceptible gain in accuracy in reckoning even from 
a single coitus of known date unless, of course, the 
menstruation date is unknown. 

In different races both the mean duration of 
pregnancy and the standard deviations are signif- 
icantly different. However, contrary to the opinion 
of Labouré, the mean and standard deviations are 
practically unchanged if cases such as those of still- 
birth, casarean section, and venereal disease are 
excluded. 

No significant difference appears in either the 
mean length or the standard deviation between the 
first and later pregnancies. The age of the mother 
seems likewise to be without effect. 

In support of the argument based on analogy 
with cows, horses, and other animals, that individual 
mothers differ greatly from each other in the average 
length of pregnancy, the authors state that of 
eighty-nine women delivered of more than one child 
at Lane Hospital, San Francisco, the differences in 
the average duration of pregnancy in the different 
women were significantly greater than the differences 
between the pregnancies of each woman. 

Contrary to the belief of some that in the dura- 
tion of pregnancy there are just as many deviations 
of each magnitude on one side of the mean as on 
the other, the authors find that the cases are con- 
centrated about the mean in such a way as to 
indicate a variable disturbing factor other than the 
date of impregnation. In fact, the shape of the 
curve of duration suggests that it is safe to assume 
that the birth is more likely to occur before the 
average time than after it. 
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A large part of the abnormality of the curve may 
be explained by the hypothesis that approximately 
ro per cent of the menstruation-to-birth durations 
were really one month longer, possibly because of 
the occurrence of a ‘“‘false menstruation” after the 
beginning of the pregnancy. However, in order to 
make these durations fall into a theoretically normal 
distribution, it must be assumed further that the 
false menstruation occurred, not twenty-eight days, 
but from thirty-two to thirty-five days, after the last 
true menstruation. E. L. Cornett, M.D. 


Catalano, O., and Rossi, D.: Experiences in Placen- 
tography (fsperienze di placentografia). Rassegna 
internas. di clin. e lerap., 1932, Xiii, 284. 

The authors were able to obtain placental roent 
genograms by the intravenous administration of 
colloidal thorium (thorotrast). In this preliminary 
report of their investigations they show that the 
placental roentgenograms reproduce in general the 
anatomical structure of the placenta. Passage of 
the thorium salts from the mother to the fetus could 
not be demonstrated with the X-ray. It seemed to 
be prevented by the placental barrier. 

Peter A. Rost, M.D. 


Crispolti, E.: The Influence of Fetal Endocrine 
Glands on the Motor Activity of the Uterus 
(Influenza di ghiandole endocrine fetali sulla at- 
tivita motoria dell utero). Riv. ital. di ginec., 
1932, Xlii, 347. 

The author studied the effect of fetal endocrine 
glands on the uterine muscle of pregnant and non- 
pregnant animals. 

Extracts of the hypophysis and of the male and 
female sex glands in small doses caused a pronounced 
contractile activity with a considerable increase in 
the tone of the muscle. Larger doses had an inhibi- 
tory effect. 

Thyroid and spleen extracts tended to regulate the 
rhythm of contraction and to produce a moderate in 
crease in the tone of the uterine muscle. 

Pancreatic extracts, even in minimal doses, had an 
inhibitory effect although they gave rise to hyper 
tonicity. 

Suprarenal and thymus extracts had no effect on 
the uterus. 

The activity of the fetal endocrine gland extracts 
on the motility of the uterus was demonstrated for 
the thyroid and hypophysis from the fifth to the 
sixth month of intra-uterine life, and that of the 
other glands, after the seventh month. The author 
believes that these fetal glands modify the endocrine 
equilibrium in the mother and are a factor initiating 
and regulating uterine activity during gestation. 

Peter A. Rosi, M.D. 
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Stander, H. J., Ashton, P., and Cadden, J. F.: 
The Value of the Various Kidney Function 
Tests in the Differentiation of the Toxzmias of 
Pregnancy. Am. J. Obst. & Gynec., 1932, xxiii, 461. 

The authors studied various tests of renal function 
with regard to their value in the recognition of a be- 
ginning or mild nephritis with symptoms and signs 
which may be confused with those of a low reserve 
kidney or pre-eclampsia. 

Of the Mosenthal, phenolsulphonphthalein, dias- 
tase, thiosulphate, urea-concentration, urea-clear- 
ance, guanidin-excretion, and creatinin-excretion 
tests, the last three were found of most aid in the 
differentiation between mild nephritis and the other 
toxemias of pregnancy. 

The authors recommend the urea-clearance and 
creatinin-excretion tests for routine use in all cases 
of toxemia of pregnancy in which the diagnosis is 
not clear. They state that a urea clearance below 80 
per cent of the mean normal and a creatinin excre- 
tion below 155 mgm. in the first hour are strongly 
indicative of renaldamage. _E. L. Cornett, M.D. 


Kaplan, S.: Blood Chemistry Study in Normal 
Pregnancy and Eclamptogenic Toxemia. Am. 
J. Obst. & Gynec., 1932, xxiii, 673. 

The author’s findings are summarized as follows: 

1. The non-protein nitrogen of the blood in- 
creases from 24 mgm. per 100 c.cm. in the third 
month to 35.27 mgm. per too c.cm. in the ninth 
month of pregnancy. 

2. The uric acid shows a slight increase during 
the ninth month. 

3. The sugar content of the blood is diminished 
from 84.2 mgm. per 100 c.cm. in the third month 
to 70.47 mgm. per’ too c.cm. in the ninth month. 

4. In pre-eclamptic toxemia the non-protein 
nitrogen, urea nitrogen, and uric acid show a slight 
increase over that found in normal pregnancy and 
return to normal in six weeks. 

5. In eclampsia, the non-protein nitrogen, urea 
nitrogen, and uric acid show a greater increase than 
in pre-eclamptic toxemia but a similar return to 
normal. 

6. In nephritic toxemia the nitrogenous con- 
stituents of the blood show a more marked increase 
than in any of the conditions mentioned and do 
not return to normal within six weeks after delivery. 

E. L. Cornett, M.D. 


Anselmino and Hoffmann: The Relation Between 
the Increasein the Content of Hormone of the 
Posterior Lobe of the Pituitary in the Blood and 
the Occurrence of Nephropathy and Eclampsia 
in Pregnant Women (Ueber die Beziehung des 
gesteigerten Gehaltes des Blutes an Hypophysen- 
hinterlappenhormon zur Entstehung der Nephro- 
pathie und Eklampsie der Schwangeren). Arch. f. 
Gynaek., 1931, cxliv, 506. 


An increase in the antidiuretic and probably also 
in the vasopressor components of the hormone of the 
posterior lobe of the pituitary gland having been 
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demonstrated in the blood in nephropathy and 
eclampsia, the authors compare the most important 
clinical symptoms of these conditions with the 
effects of the hormone of the posterior lobe of the 
pituitary gland. 

This comparison shows complete agreement of 
most of the more important individual symptoms. 
First among the latter are water retention from 
checking of diuresis, an increase in the blood pres 
sure, capillary spasms, the development of coma 
convulsions, and pulmonary oedema, a decrease in 
the response to galvanic stimulation and certain 
shiftings of the ions from the blood into the tissues. 
The symptoms are relieved by definite narcotics and 
hypnotics. The quantitative determination of the 
hormone in the blood revealed a parallelism between 
the hormonal concentration and the severity of the 
clinical symptoms. The clinical symptoms named 
may therefore be regarded as the result of poisoning 
from the posterior lobe of the pituitary gland. It is 
therefore demonstrated that the nephropathy and 
eclampsia of pregnant women are caused by disturb 
ances of internal secretion. Foremost of these 
disturbances, dominating the clinical picture, is an 
uncompensated overproduction of the antidiuretic 
components of the hormone of the posterior lobe of 
the pituitary gland and, in cases with heightened 
blood pressure, an increased production of a sul 
stance which increases the blood pressure and is 
probably identical with the vasopressor components 
of the hormone of the posterior lobe of the pituitary) 
gland. ANSELMINO (G). 


Dieckmann, W. J.: Osteomalacia in Pregnancy. 
Am. J. Obst. & Gynec., 1932, xxiii, 478. 


The early diagnosis of osteomalacia in pregnanc\ 
must be made from the symptoms and from the evi 
dences of calcium deficiency determined by metabo 
lism studies or an analysis of the diet. In the earl, 
stages of the condition the serum calcium is not al 
ways subnormal and the bones do not show signs of 
absorption perceptible in the roentgenogram. 

There is a definite association between pregnancies 
at short intervals, an insufficient or improper diet 
the occurrence of pain in the symphysis, back, and 
thighs, and difficulty in walking. 

The diet of the pregnant woman should be care 
fully regulated. It should contain at least 1.5 gm. of 
calcium and 2.0 gm. of phosphorus daily, and shoul: 
include also a sufficient quantity of butter, milk, fresh 
vegetables, and fruits to assure an adequate supply of 
vitamins. In the cases of many pregnant women, es 
pecially those in poor economic circumstances an 
those of colored women, the diet should be suppl 
mented with calcium and cod liver oil. 

When calcium is supplied, the women will hav: 
less disability due to calcium deficiency and less 
decay and softening of the teeth. In the case of the 
infants there will be less danger of rickets and th 
deciduous teeth, which are formed during intra 
uterine life, will have the proper composition and lb 
less likely to decay. E. L. Cornett, M.D. 
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lranquilli-Leali, E.: Incompatibility of the 
Paternal and Maternal Blood Groups as a 
Constitutional Cause of Abortion (Disafiinita 
del gruppo sanguigno paterno-materno quale causa 
costituzionale di aborto). Riv. ilal. di ginec., 1932, 
xili, 490. 

The author reviews the properties of blood as 
regards blood grouping, abortion in general, and 
some of the more recent work relating to blood 
groups. In a study of forty-one cases of abortion 
without apparent cause he found incompatibility 
of the paternal and maternal blood groups in a large 
proportion. A. Louts Rost, M.D. 


LABOR AND ITS COMPLICATIONS 


Mayes, H. W.: The Development of the Mercuro- 
chrome Technique in Obstetrics. A Report of 
10,000 Cases, 5,000 of Which Were Studied 
During the Experimental Stage. Surg., Gynec.& 
Obst., 1932, liv, 529. 

Mayes endeavored to supplement sterilization of 
the hands and instruments preparatory to delivery 
by the use of antisepsis in the vagina. After a six- 
year study of vaginal antisepsis in over 10,000 de- 
liveries he has developed the following mercuro- 
chrome technique: 

On the patient’s admission to the hospital the 
pubic hair is shaved, the perineum and surrounding 
field are cleansed with green soap and water, and the 
external genitalia and surrounding area are sprayed 
with a 4 per cent aqueous solution of mercurochrome. 
With the use of a vaginal syringe containing 3 dr. of 
the same antiseptic the vagina is distended with the 
solution by holding the labia closely around the 
deeply inserted syringe. The excess mercurochrome 
which escapes as the syringe is withdrawn is taken 
up with the syringe or sponges. A thick pad is placed 
under the patient to absorb the spill and prevent 
staining of the bed linen. 

During labor the perineum is cleansed of dried 
blood and mucus every two or three hours and the 
spraying and instillation of mercurochrome are 
repeated every twelve hours. 

For delivery, the perineum and surrounding area 
are cleansed with 3 or more moist, sterile sponges, 
then dried with a sterile towel, and then sprayed 
with a solution of 4 per cent aqueous alcohol acetone 
mercurochrome. After the pelvic floor is depressed, 
2 dr. of the aqueous solution are introduced into the 
vagina, 

For operative deliveries, lacerations, or episio- 
tomies, more of the aqueous solution is introduced 
into the vagina and into the wounds. In the induc- 
tion of labor with a bag the procedure is the same as 
for delivery. If the membranes have been ruptured 
for any considerable time or if the uterine cavity is 
considered potentially infected, 3 oz. of a 1 per cent 
solution of mercurochrome may be injected into the 
uterus through a catheter placed alongside the bag. 

lor cxsarean section the preparation is the same 
us that carried out on the patient’s admission to the 
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hospital, and for potentially infected cases the 3 oz. 
of the 1 per cent solution are injected into the uterus. 
After the removal of the placenta, 1 oz. of a 4 per 
cent solution of mercurochrome is poured into the 
uterine cavity. 

The postpartum care includes daily spraying of 
the perineum with a 4 per cent aqueous solution of 
mercurochrome. In cases of severe lacerations or 
vaginitis, 2 dr. of a 4 per cent solution of mercuro- 
chrome are instilled in the vagina daily. 

For dilatation and curettage including abortions 
and miscarriages the usual preparation for delivery 
is carried out and 2 dr. of mercurochrome are care- 
fully introduced into the uterine cavity. 

In 2,072 cases before the use of mercurochrome 
the morbidity was 12.4 per cent; in 5,076 vaginal 
deliveries during the development of the mercuro- 
chrome technique, it was 8.9 per cent; and in 5,102 
cases in which the described mercurochrome tech- 
nique was used, it was 5.6 per cent. The average 
duration of morbidity and the incidence of morbidity 
were decreased. A. F. Las, M.D. 


Corda, G. M.: The Etiology and Pathogenesis of 
Cases of Spontaneous Rupture of the Uterus 
(Sulla etiologia e patogenesi di alcuni casi di rot- 
tura spontanea dell’utero). Folia gynaecol., 
SNK. 5. 


1932, 


The author reports three cases of spontaneous 
rupture of the uterus observed in the obstetrical 
clinic in Pisa. In the first case, that of a para-ii, the 
rupture occurred in the scar of a caesarean section 
performed about three years previously on account 
of contracted pelvis. It had probably occurred about 
four days before the patient entered the clinic. In 
spite of surgical intervention, death resulted. Corda 
calls attention to the fact that the increased fre- 
quency with which casarean section is done today 
increases the likelihood of rupture in an old scar. 

In the second case reported there was hydro- 
cephalus of the fetus which had not been diagnosed 
before the onset of labor. During labor two injec- 
tions of pituitrin were given. Histological examina- 
tion showed absence and dissociation of fibromuscu- 
lar fibers. ‘The defects may have antedated the 
labor, constituting a point of lowered resistance, or 
may have resulted from the violent labor. 

In the third case the rupture was due to contracted 
pelvis. 

The article is supplemented by an 
bibliography. EUGENE 


extensive 
T. Leppy, M.D. 


Rocmans, M.: The Place of Low Czesarean Section 
in Obstetrical Practice (La place actuelle de la 
césarienne basse dans la thérapeutique obstétricale). 
Bruxelles méd., 1932, xii, 677. 

In low cwsarean section the uterus is opened where 
its wall is thin, non-contractile, easy to suture, and 
avascular, and the suture line is in a well-protected 
region of the small pelvis. ‘These advantages easily 
offset the slight disadvantage that the technique is 
more complicated than that of the classical casarean 
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section. ‘The low cesarean section has a lower 
maternal and infant mortality than the classical 
operation not only in clean cases, but also in infected 
cases. In four large series of statistics the average 
fetal mortality was 6.3 per cent. Peritonitis, shock, 
and hemorrhage are less frequent after the low 
cesatean section. Postoperative eventrations and 
uteroparietal fistula are exceptional, but occasional- 
ly bladder fistula occur. Rupture of the uterus is 
approximately ten times less frequent than after the 
classical procedure. 

Following a discussion of the indications and con- 
tra-indications of low casarean section, the author 
concludes that this operation is superior to the old 
method and should be practiced more extensively. 

GeEzA DE Takats, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Couvelaire, A.: The Treatment of Late Puerperal 
Hemorrhages (Traitement des métrorrhagies 
tardives des suites de couches). Gynécologie, 1932, 
XXXl, 100, 144. 

The metrorrhagias which follow delivery after 
some delay have been attributed to a variety of 
causes. For a long time they were believed to be the 
result of faulty uterine tone and circulation. This 
theory led to treatment with ergot, digitalis, ferric 
chloride, heat and cold, and blood transfusion. 
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In 1870, Hervieux called attention to the impor 
tance of infection and recommended the intra-uterine 
injection of caustic substances to coagulate the 
blood and promote uterine contraction. 

In the beginning of the present century retained 
placenta was regarded as the most important factor, 
and Pinard, Doléris, and Champetier de Riles 
advised curettage. Budin introduced the digital 
method of curettage. 

During recent years Couvelaire and his associatcs 
have demonstrated that placental retention is not 
always present and have again emphasized the im 
portance of uterine infection. Couvelaire states that 
the hemorrhages are often the manifestation of a 
“septicohemorrhagic”’ syndrome. ‘Two facts mili 
tate against intra-uterine treatment. Curettage, even 
digital, is often unsatisfactory. In some cascs 
nothing may be detected thereby, and in others 
lamella of uterine muscle may be mistaken for a 
fragment of placenta. Moreover, manipulation is 
frequently followed by a violent febrile reactic 
Accordingly, there remains only the choice between 
purely medical treatment and immediate hystere: 
tomy. Medical treatment consists of transfusions. 
the use of vaccines and arsenicals, and the produc 
tion of a fixation abscess. The status of hysterectomy 
remains uncertain. The operation can be of value 
only when it is performed early. 

ALBERT F. DeGrROAT, M.D 
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ADRENAL, KIDNEY, AND URETER 


Broster, L. R., Gardiner Hill, H., and Greenfield, 
J.G.: The Adrenogenital Syndrome Associated 
with Cortical Hyperplasia ;Results of Unilateral 
Adrenalectomy. Brit. J. Surg., 1932, xix, 557. 


The association of lesions of the adrenal cortex 
with hirsutism and virilism in females is now 
designated as the ‘‘adrenogenital syndrome.” The 
pathological lesion in the adrenals may be a diffuse 
cortical hyperplasia or a neoplasm. The latter may 
be either benign (adenomatous) or malignant. Both 
of the tumor varieties are usually referred to as 
“hypernephromata,” but must be distinguished 
from the so-called hypernephromata of renal origin, 
the Grawitz tumors, which are not associated with 
sex changes. Cases of the adrenogenital syndrome 
due to tumors have frequently been reported, but 
less attention has been paid to the form associated 
with hyperplasia of the adrenal cortex. 

As Mathias has pointed out, the influence of the 
adrenal lesion may be manifested in different ways, 
depending chiefly upon the type of the lesion and 
whether the subject at the time of onset of the condi- 
tion is immature or fully developed. Because of its 
slow growth, hyperplasia is not likely to produce 
such rapid changes in the sexual sphere as a malig- 
nant tumor. The course of the benign adenomata is 
intermediate between the two. In cases of malig- 
nant tumor the neoplasm is usually so rapidly fatal 
that radical developmental changes are seldom 
noted. 

Unilateral adrenalectomy has been performed by 
the authors in three cases representing three differ- 
ent types of the adrenogenital syndrome associated 
with hyperplasia of the adrenal cortex, namely, 
pseudohermaphrodism, virilism or hirsutism, and 
the Achard-Thiers syndrome (diabetes of fat 
bearded women). The three patients are in good 
health at the present time, three years, ten months, 
and ten months respectively after the operation. In 
none of the cases were untoward postoperative 
symptoms observed. ‘The blood pressure did not 
vary during or after the operation. 

The effects of unilateral adrenalectomy on the 
chief symptoms of the syndrome, the hypertrichosis 
and sex changes, were not the same in the three 
cases. In the late syndrome—the case of adrenal 
virilism—markedly beneficial results were obtained, 
but in the early form—the case of pseudoher- 
maphrodism—and in the case presenting the Achard- 
Thiers syndrome (probably a pluriglandular dis- 
turbance) no change in the symptoms was observed. 

The authors’ experience therefore suggests that 
unilateral adrenalectomy is indicated in the late 
syndrome—virilism—due to hyperplasia of the 


adrenal cortex when the adrenal lesion is mainly 
unilateral, but not in the two other forms. 
C. TRAvers Stepita, M.D. 


Ball, R. G., Greene, C. H., Camp, J. D., and 
Rowntree, L. G.: Calcification in Tuberculosis 
of the Suprarenal Glands. J. Am. J. 
1932, XCvili, 954. 


Ass., 


It appears from the authors’ studies that lesions 
of the suprarenal glands are roentgenographically 
demonstrable in a certain proportion of cases in 
which there is tuberculous involvement. The more 
chronic pathological changes with fibrocaseation or 
calcification seem to be most easily demonstrated 
roentgenologically. In the majority of cases the 
active disease process probably destroys suflicient 
cortical tissue to cause death before fibrocaseation 
or calcification occurs. In cases of Addison’s disease 
due to simple cortical atrophy the roentgenogram 
would obviously be negative, but in borderline or 
questionable cases of Addison’s disease, positive 
roentgenographic evidence would be a valuable 
diagnostic aid. Therefore in the group of cases in 
which, though symptoms of Addison’s disease are 
present, the clinician hesitates to make a diagnosis 
of Addison’s disease, a careful roentgen study of the 
suprarenal region would seem advisable. On the 
other hand, it must be remembered that suprarenal 
tuberculosis of marked degree, especially if uni- 
lateral, may be present without suflicient clinical 
evidence of suprarenal insufliciency to warrant a 
diagnosis of Addison’s disease. 

In cases in which the diagnosis of Addison’s 
disease is unquestioned and there is a definite 
history or evidence of tuberculous infection, the 
lesion in the suprarenal glands is almost certainly 
of a tuberculous nature. It has been observed by 
Rolleston and Bramwell that the cases due to active 
tuberculosis respond less satisfactorily to treatment 
than those with simple atrophy. ‘This is also the 
impression gained by the authors. When active 
lesions are present in the lungs, an attempt is made 
to arrest or heal them. A similar attempt might be 
considered with regard to the suprarenal glands, 
although it is necessary to bear in mind Rolleston’s 
case in which the cortical insufliciency was attrib- 
uted to cicatricial contraction in the calcifying 
glands. The advisability of attempting to promote 
healing by such measures as a dietary regimen, the 
administration of viosterol and calcium, the judi- 
cious use of parathormone or the roentgen rays, is 
to be considered. The results of such attempts 
might be studied by making roentgenograms of the 
suprarenal regions during and after the treatment. 

The authors report six cases of Addison’s disease 
with shadows in the region of the suprarenals. 
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Buisson, P.: Retrograde Ureteropyelography in 
Hydronephrosis. (L’ureteropielografia nell ’idron- 
efrosi). Radiol. med., 1932, xix, 369. 

According to the author's experience, retrograde 
pyelography permits the diagnosis of hydronephrosis 
in all of its stages, allows a differential diagnosis of 
the condition from other renal lesions and anomalies, 
frequently establishes the pathogenesis, and makes 
possible the choice of the best therapeutic procedure. 

Buisson’s results in 500 pyelographic examinations 
in cases of hydronephrosis are discussed. It was 
found that the presence or absence of the renal shadow 
is related to renal function. Buisson believes that 
the absence of a renal shadow in a correctly made 
roentgenogram is a sign of renal insufficiency and 
due to a decrease in the blood supply of the renal 
parenchyma. A distinct kidney shadow is usually 
indicative of good kidney function. 

Buisson discusses the roentgenographic changes 
in the minor and major calyces, the renal pelvis, and 
the ureters in hydronephrosis and presents excellent 
roentgenograms demonstrating his observations. 

In his discussion of the pathogenesis of hydro- 
nephrosis he states that the most important factor 
is mechanical obstruction to the urinary flow from 
either a congenital or acquired cause. In no case 
could a spastic obstruction be considered responsible. 

PETER A. Rost, M.D. 


Martin, J.: Intrarenal Hydronephrosis (Hydronéph- 
rose intrarénale). J. d’urol. méd. et chir., 1932, Xxxiii, 
127. 

In intrarenal hydronephrosis only the calyces are 
dilated and the pockets thus formed are situated in 
the interior of the kidney. The renal pelvis presents 
a normal external appearance, but sometimes is 
smaller than normal. 

Martin reports six cases. In the first case the con- 
dition would have been unrecognized if, astonished 
by the appearance of the kidney at operation, which 
did not correspond to the pyelographic picture, Mar- 
tin had not cut through the obstacle which separated 
the kidney pelvis from the hydronephrotic cavities. 
In the second and third cases it would have escaped 
recognition if Martin had not relied upon the find- 
ings of pyelography and removed the kidney. 

The absence of retention in the renal pelvis at the 
time of catheterization should not be considered as 
eliminating hydronephrosis. In two of the author’s 
cases the urine did not flow out in a gush even when 
the sound was pushed high. This was doubtless ex- 
plained by the presence of a calculus which prevented 
the sound from penetrating the renal pelvis. How- 
ever, the result may be the same when the sound has 
penetrated into the hydronephrosis. 

If it is believed that the dilatation of the calyces 
is secondary to the presence of a calculus, the ana- 
tomical findings in the author’s first case—constric- 
tion of the renal pelvis just above the calculus and 
below the dilated calyces—are difficult to under- 
stand. If the dilatation of the calyces was due to 
obstruction of the renal pelvis by the stone, the dila- 
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tation would have begun at the level of the stone, }ui 
the kidney pelvis was not dilated and the dilatativy 
began only at thestricture. It is therefore very dou!) 
ful whether the calculus played a réle in the develv), 
ment of the hydronephrosis. 

The specimen from Case 2 showed exactly the 
same lesion as the specimen from Case 1 except t! 
there was no stone. No anatomical cause for the 
dilatation of the calyces could be discovered. 

In Case 3 the specimen showed no stone, no a 
tomical cause for the dilatation, and no stricture 
tween the renal pelvis and the calyces. 

In the sixth case mobile stones did not appear | 
disturb the evacuation of the kidney pelvis a 
seemed to be secondary to stagnation of infec 
urine in the dilated calyces. 

With regard to none of the cases can it be s 
that the hydronephrosis was due to the presence 0{ 
stones. Martin does not deny that dilatation of 
calyces and of the renal pelvis may be of calcul 
origin (to do so would be to deny experimental a» 
clinical evidence), but he concludes that dilatatio: 
the calyces without dilatation of the renal pel\: 
such as was found in the cases reported, is a cong: 
tal malformation. This theory explains why pai: 
often absent or not very severe and the condition i: 
recognized only when a symptom such as hematurii, 
rebellious pyuria, or nephritic colic, usually due to an 
intercurrent disturbance, leads to pyelographic x 
amination. 

The treatment is that of a small painless hyd 
nephrosis. Removal of the kidney is justified only |) 
an added disturbance or the fear of such a distur! 
ance. It is not warranted by the dilatation of thc 
calyces alone. Paci 


Heitz-Boyer: Operative Technique for Ren: 
Lithiasis (Sur la lithiase rénale et sa techni 
opératoire). Bull. et mém. Soc. nat. de chir., 1 
lviii, 216. 

In discussing Papin’s report on the operati 
treatment of renal lithiasis, the author says that lic 
disagrees with Papin chiefly with regard to | 
frequency of the indications for conservative surg: 
and nephrectomy. Papin stated that he employs | 
two methods with approximately equal frequen: 
whereas Heitz-Boyer uses conservative surger) 
about 63 per cent of his cases and performs nephr: 
tomy in only 37 per cent. Heitz-Boyer believes t! 
in aseptic lithiasis nephrectomy is rarely indica‘ 
and in infected cases it should be avoided if possi!) : 
because the infection is very apt to be of intesti 
origin and when the affected kidney is removed | 
infection persists, calculi are very apt to form 
the other kidney, and operation on a solitary kidn 
containing stones is very dangerous. 

Conservative operation should be chosen, ho 
ever, only if it can be done without danger to |i! 
The danger may be reduced by active pre-operati 
treatment, a sufficiently large field of operation ‘ 
make the kidney readily accessible, the use of tlic 
high-frequency electrical bistoury for section of t!\ 
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renal parenchyma, and the use of X-ray control 
during the operation. 

In Heitz-Boyer’s cases the general pre-operative 
treatment consists of the use of vaccines. In addi- 
tion, local treatment is given through a retention 
catheter. In this way the kidney can be drained 
and irrigated with antiseptic solutions, vaccines, 
or bacteriophages. This pre-operative disinfection 
renders the operation much less dangerous. The 
use of the electrical bistoury insures complete 
hemostasis and rapid cicatrization. The use of a 
radio-operating table is very important as it permits 
roentgenography without danger of electrocution, 
the high-frequency part of the apparatus being 
enclosed hermetically beneath the table. When the 
kidney is exposed a metal grill which is opaque to 
the roentgen rays is attached to its surface firmly 
by sutures passed through the fibrous capsule. The 
method of attaching the grill is shown in an illustra- 
tion. Lateral and profile roentgenograms are then 
taken at an angle of about 90 degrees. This can be 
done without moving the patient as the table can 
be inclined at an angle of about 47 degrees in each 
direction. The two plates can be developed in three 
or four minutes while the surgeon is bringing about 
hemostasis and preparing the electrical bistoury. 
As the plates show the exact location of the stone 
or stones, the latter can be removed with relatively 
little trauma to the kidney. After removal of the 
calculi, another roentgenogram is taken to see that 
no stones have been left behind. 

AupREY Goss Morcan, M.D. 


Pauchet, LeGac, Luquet, and Hirchberg: Four 
Large Tumors of the Kidney (A propos de 
quatres tumeurs rénales volumineuses). Bull. et 
mém. Soc. d. chirurgiens de Par., 1932, XXiv, 70. 


Only one of the four cases reported by the authors 
presented renal symptoms such as nephritic colic 
and hematuria. In the three others the tumor was 


almost the only sign. In one case it suggested a 
tumor of the spleen; in another, a tumor of the 
mesentery; and in the third, a tumor of the colon. 
In the case in which it simulated a tumor of the 
spleen the roentgenogram showed an exaggerated 
convexity of the dome of the diaphragm with lower- 
ing of the splenic flexure of the colon. Therefore this 
finding can no longer be considered pathognomonic 
of tumor of the spleen. The site of the tumor in the 
three cases was discovered at operation. As the 
blood urea was satisfactory and the other kidney 
could be palpated, nephrectomy was performed. 
These cases show how slight the symptoms of large 
kidney tumors may be. The diagnosis of such neo- 
plasms can be made only by pyelography with 
uroselectan or tenebryl or by catheterization of the 
ureters. In the authors’ cases, operation was per- 
formed by the transperitoneal route. In two cases 
an oblique subcostal incision was used. This made 
it possible to spare the rectus by opening the two 
folds of its sheath. In the two other cases the inci- 
sion was transverse and para-umbilical. The trans- 
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peritoneal route is much superior to the posterior 
route as its use prevents duodenal and colonic 
fistula and insures complete hemostasis. In the 
cases reported, operation would have been ditfiicult 
with ether or chloroform anesthesia, but with spinal 
anesthesia (induced with percain in three of the 
cases) it was comparatively easy and free from 
operative complications. 

Three of the tumors were epitheliomata and one 
was a sarcoma. One of the patients died. One is 
well and free from recurrence a year after the opera- 
tion although it was feared that a recurrence might 
develop within six months. The two others are still 
living, but the prognosis in their cases is reserved. 

AupREY Goss Morcan, M.D. 


Lozzi, V.: The End-Results of Decapsulation and 
Enervation of the Kidney (Risultati lontani della 
decapsulazione ed enervazione renale). Policlin., 
Rome, 1932, xxxix, sez. chir. 84. 

The author reports the end-results of decapsula- 
tion of the kidney in eighteen cases and of enervation 
of the kidney in two cases. Tests with indigocarmin 
and phenolsulphonphthalein revealed no injurious 
effects on the function of the kidney. The conclu- 
sions drawn are as follows: 

1. Renal decapsulation and renal enervation have 
the same vasomotor effect on the renal vascular 
system. 

2. Renal decapsulation causes no immediate or 
delayed injury of renal function. 

3. In reflex anuria renal decapsulation prompily 
re-establishes diuresis. 

4. In hematuric chronic nephritis with pain, renal 
decapsulation is the method of choice. 

5. In perinephritis with adhesions and pain, renal 
decapsulation results in immediate and definite relief. 

6. In the absence of definite indications (border 
line cases) renal decapsulation gives immediate and 
lasting satisfactory results. F. M. Cocuems, M.D. 


Cabot, H., and Holland, W. W.: Nephrostomy: In- 
dications and Technique. Surg., Gynec. & Obst., 
1932, liv, 817. 

Nephrostomy is indicated by the presence of ob- 
struction which cannot be satisfactorily remedied by 
some other method. In general, it may be considered 
for the following conditions: 

1. Acute obstruction of both ureters or a remain- 
ing ureter such as may occur in calculous anuria or 
malignant disease constricting the lower end of the 
ureter. 

2. Hydronephrosis with or without infection in 
which the cause of the obstruction may be removable, 
but drainage of the kidney is indicated as a tempo- 
rary measure to improve function. In some cases in 
this group a permanent nephrostomy may be neces- 
sary. 

3. Renal calculi. There are at least two distinct 
groups of cases of renal calculi in which a temporary 
or permanent nephrostomy may be desirable. In 
one group are those in which there is considerable 
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destruction from high-grade blocking of the outlet, but 
the removal of the stones will substantially relieve 
the difficulty. In some of these at least temporary 
nephrostomy may be desirable. Another group in- 
cludes cases of bilateral stone formation of the type 
in which treatment by removal of the stones is not 
satisfactory. In a considerable number of these cases 
massive stone formation occurs on both sides with 
relatively few symptoms, but after a time leads to 
progressive failure of renal function which will prove 
fatal if it is not relieved. 

4. Carcinoma of the bladder. In cases of this con- 
dition thought suitable for total cystectomy nephros- 
tomy may occasionally be indicated to divert the 
urinary stream. 

5. Progressive atrophy of the kidneys resulting 
from the failure of the muscular apparatus of the 
pelvis, ureters, and bladder to evacuate the urine 
satisfactorily. 

6. Renal infection from high-grade obstruction. 
In this condition nephrostomy is done to prevent 
recurrent infection of the kidney and allow some 
amount of renal recovery. 

Permanent nephrostomy should probably be re- 
served for cases in which the condition for which the 
nephrostomy is done cannot be remedied or at least 
cannot be remedied to a permanently satisfactory 
extent. In a few cases a temporary nephrostomy 
must be made permanent on account of the failure 
of methods to relieve the obstruction. The duration 
of temporary nephrostomy will vary with the condi- 
tions for which it is done. 

In the presence of distention of the renal pelvis, 
and particularly when that structure has been opened 
for the removal of calculi, drainage of the renal pelvis 
has been regarded as the indicated procedure. How- 
ever it is open to objections. The operation has been 
regarded as desirable because it does not injure renal 
tissue, does not expose to the same danger of fulmi- 
nating renal infection that may occur in an infected 
kidney, and is in all respects a much less serious pro- 
cedure than pyelostomy. It may be done by methods 
which make it a quite trivial procedure. Pyelostomy 
has a much more limited scope than nephrostomy 
and one which will tend to become even more limited 
in the future. 

During the last year, nephrostomy has been per- 
formed at the Mayo Clinic in thirty-three cases. The 
conditions for which it was done were nephrolithiasis, 
hydronephrosis, lesions of the nerves, obstruction of 
the lower part of the ureter, renal infection, and car- 
cinoma of the bladder. Three of the patients died as 
the result of the operation. There was no postopera- 
tive bleeding and no fulminating renal infection. 

The method suggested by Cabot and Holland is as 
follows: 

The kidney having been exposed and mobilized to 
gain access to the upper part of the ureter and the 
renal pelvis, a small opening is made in the renal 
pelvis or, in cases of intrarenal pelvis, in the ureter. 
A uterine sound with a slightly bulbous tip bent in a 
“U” shape is introduced into this opening and passed 
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out through the cortex at a point where it will drain 
the kidney by draining the lower calyx and will not 
be subjected to angulation as the kidney falls back 
into its normal position. A piece of stout silk is then 
attached to the bulbous tip of the sound and with- 
drawn through the kidney and out of the opening in 
the pelvis. To this silk is attached a No. 22 to 24 
French winged catheter. The end of the catheter is 
trimmed off to a point. By traction on the suture 
the catheter is then drawn accurately along the line 
created by the sound. It fits so tightly in the renal 
parenchyma that bleeding is entirely controlled. The 
small opening made in the renal pelvis is allowed to 
remain open until spontaneous closure takes place, 
which usually occurs within a week. The winged 
catheter is not fastened to the kidney or to any por- 
tion of the overlying tissues, the kidney being there 
fore allowed to lie in whatever position it falls. ‘The 
catheter is left in place for about two weeks. At the 
end of that time it may be replaced by a straight 
tube. The removal of the catheter is facilitated by 
passing through it a stilette. Traction on the cat! 
ter will then smooth out the wings so that the cathe- 
ter will not lacerate the renal tissues. If the straight 
tube is immediately replaced and if care is taken to 
see that it penetrates exactly the same distance, most 
satisfactory drainage is obtained. 


Ainsworth-Davis, J. C.: Ureterocele: Some Obser- 
vations Based on the Investigation and Treat- 
ment of Four Cases. Bril. J. Surg., 1932, xix, 54%. 


The author reports four cases of ureterocele and 
classifies them as mucous and muscular. ‘The 
symptoms include those of the upper urinary tract 
—renal or ureteral pain and hematuria—and those 
of the lower urinary tract—vesical irritation and 
obstruction of the urethra. The diagnosis is depen 
dent upon cystoscopic examination. 

Ureterocele may be due to a pinhole ureteral 
orifice, and the latter may be congenital or acquired, 
unilateral or bilateral. Ureterocele must be treated 
surgically by diathermy or open operation. Open 
operation is recommended for cases with compli- 
cations. Donatp K. Hrsss, M.D. 


Fowler, H. A.: A Solitary Papilloma of the Lower 
Ureter (Right) Secondary to Recurrent Papil- 
lomata of the Bladder. J. Urol., 1932, xxvii, 50'. 


From a review of the literature it is apparent that 
the association of tumor of the bladder and of the 
ureter is very rare. Tumors of the ureter are reli 
tively rare. They may be classified according to their 
histological structure as: (1) sarcomata, (2) mixed 
tumors, (3) papillomata, (4) papillary carcinomata, 
and (5) non-papillary carcinomata (a) squamous- 
celled and (b) medullary or solid. 

They may be further classified into primary and 
secondary, benign and malignant, pedunculated and 
sessile. Secondary tumors of the ureter are far more 
common than primary tumors. They are formed 
chiefly by the extension into the ureter of papilla’: 
growths of the renal pelvis and occasionally by the 
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metastasis of carcinoma of the prostate, seminal 
vesicles, or bladder. 

[t is the marked tendency of papillary growths of 
the renal pelvis to spread by way of the ureter that 
distinguishes them from solid tumors of the renal 
parenchyma. The primary growth occurring at a 
higher level “‘metastasizes’”’ downward along the ure- 
ter with the urinary stream. In many cases only the 
upper and lower ends of the ureter are involved 
whereas in others extension appears to take place by 
continuity, the growth creeping along the ureteral 
mucosa until the entire surface is involved. 

l‘owler reports in detail a case of recurrent papil- 
Joma of the bladder with secondary ureteral involve- 
ment. The patient was under observation for a pe- 
riod of eleven years. The fact that the original tumor 
presented the same characteristics as the tumor 
found at autopsy appears to confirm the view that 
the type or character of cell in these papillary tumors 
does not change. 

The diagnosis of tumor of the ureter appears to 
offer unusual difficulties and is rarely made when the 
growth is situated well above the ureteral orifice and 
is therefore not visible‘on cystoscopic examination. 
The diagnostic criteria of greatest value seem to be: 
(1) the presence of an obstruction in the ureter, (2) 
an increase of the hemorrhage on contact of the 
catheter with the growth, (3) a flow of clea: urine 
from a point above the obstruction when the latter 
is passed by the catheter, and (4) filling defects in 
the ureterogram. 

lowler emphasizes that ureteropyelography should 
be carried out in every case of unilateral hemorrhage 
from the upper urinary tract in which the cause of 
the bleeding is not made clearly evident by other 
means. Asa rule the diagnosis requires repeated ex- 
aminations during the period of active hemorrhage 
and in the intervals between attacks. 

In the treatment, nephrectomy with partial ure- 
terectomy has been employed most frequently, but 
as recurrences have often been found in the lower 
segment after this procedure, aseptic nephro-ureterec- 
tomy including the intramural portion of the ureter 
is now generally done. It may be necessary to per- 
form the operation in two stages. 

Jacos S. Grove, M.D. 


BLADDER, URETHRA, AND PENIS 


Valverde, B.: Syphilis of the Bladder (A propos de la 
syphilis vésicale). J. d’urol. méd. et chir., 1932, 
XXXI11, 142. 

Young holds that a positive diagnosis of syphilis 
of the bladder can be made only when the treponema 
is found in the vesical lesion. To refute this claim, 
Valverde makes numerous references to the litera- 
ture and reports two cases of syphilis of the bladder 
in which histological examination did not confirm 
the clinical diagnosis. 

In the first case the cystoscopic appearance was 
that of a syphilitic gumma of the bladder. After 
twelve days of anti-syphilitic treatment the Wasser- 
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mann reaction, which had been negative, became 
positive and the gumma practically disappeared. 
The bladder capacity increased from 400 to 450 
c.cm. Histopathological examination of the vege- 
tation removed from the bladder resulted in the 
following report: ‘“‘No sign of neoplasm; lesions 
characteristic of chronic inflammation.” The anti- 
syphilitic treatment was continued. Two months 
after the first examination the vesical mucosa was 
completely normal. 

In the second case the cystoscopic appearance 
resembled that of vegetating syphilomata of the 
bladder. The histopathological report was: ‘Chronic 
inflammation with hyperplasia of the covering 
epithelium.” During the first three days of anti- 
syphilitic treatment the hematuria disappeared, the 
dysuria was relieved, and the general condition im- 
proved. After three months of treatment the mucosa 
was normal. 

Valverde bases his diagnosis on the cystoscopic 
appearance and the results of treatment. 

Among the fifty-seven cases of syphilis of the 
bladder seen by Valverde, thirty-five presented a 
constant lesion leading to the diagnosis of ulceration 
of the mucosa. In thirty of the thirty-five cases the 
ulceration was a single deeply excavated lesion with 
an irregular border, the base of which was a dark 
red, the color of the completely formed hard chan- 
cre. In cases of such lesions the diagnosis is aided by 
the sharp contrast between the deep color of the 
ulceration and the congestive circle surrounding it 
and the rest of the cystoscopic field which generally 
has the appearance of normal mucosa. In some 
cases there is intense congestion of the mucosa with 
generalized and profuse vascularization, secondary 
exanthem, and vegetations, but these changes are 
rare and are preceded by symptoms suggesting 
acute activity of the disease. 

The diagnosis is aided also by the location of the 
lesion. In thirty-three of the thirty-five cases re- 
viewed the lesion occurred on the lower wall of the 
bladder. Other factors of diagnostic aid are the 
markings in relief on the mucosa, the vegetations, 
mosaic effects, false diptheroid membranes, and 
cerebriform appearances. 

In the treatment the author uses injections of 
mercury, bismuth, and iodine. He prefers colloidal 
forms of mercury and bismuth. PACE. 


Godard, H., and Koliopoulos, A.: Total Cystectomy 
for Cancer of the Bladder in Women (La 
cystectomie totale chez la femme dans le cancer de 
la vessie). Rev. de chir., Par., 1932, li, 201. 

The authors perform total cystectomy under 
spinal anesthesia following preliminary bilateral 
ureterostomy. The entire block of tissue containing 
the bladder, uterus, and adnexa and the vesico- 
vaginal zone corresponding to the trigone are 
removed in toto. The lymph glands are carefully 
dissected out as in cancer of the uterus. 

This operation is indicated in cancers of the 
fundus, trigone, and lateral walls of the bladder. 
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Partial cystectomy is warranted only in cases of 
early tumor or tumor of the dome of the bladder. 
While total cystectomy has a high mortality, the 
authors believe that it offers better chances for 
palliation than radium irradiation or electrocoagu- 
lation, and that the latter should be reserved for 
entirely inoperable growths. Geza pE Takats, M.D. 


Keyes, E. L.: Forty Years’ Experience in Operating 
upon the Bladder Neck. South. M.J., 1932, xxv, 
330. 

Keyes reviews surgery of the neck of the bladder 
from the standpoint of his father’s and his own ex- 
perience in the period from 1890 to 1930. 

He states that suprapubic prostatectomy was 
originated by Fuller and Freyer. Perineal enuclea- 
tion of the prostate was devised by Gouley and a 
little later by Alexander. Prostatectomy had a mor- 
tality of over 30 per cent until surgeons learned how 
to apply preliminary decompression and recognized 
the danger of infection from the retained catheter 
and from suprapubic cystotomy. 

Keyes believes that not uncommonly there is a 
sclerosis of the prostate distinct from sclerosis of the 
neck of the bladder. For sclerosis of the neck of the 
bladder he prefers suprapubic resection with a ron- 
geur. He uses this method in cases in which the 
Caulk or Young punch has failed. The rongeur op- 
eration is more effective than transurethral proce- 
dures because it removes much more tissue than any 
of the latter except possibly the transurethral elec- 
trocoagulation of Davis or McCarthy. 

ANDREW MCNALLY, M.D. 


GENITAL ORGANS 


McCarthy, J. F.: The Prostate at the Crossroad. 
Am. J. Surg., 1932, XV, 435- 


McCarthy gives a brief review of the develop- 
ment of the instruments used for endo-urethral 
removal of prostatic tissue. The essential elements 
of the modern resectoscope were assembled by 
Stern, and the feasibility of endo-urethral removal 
of prostatic tissue under proper conditions was 
demonstrated by Davis. The requirements for the 
operation are: 

1. The most exact visualization of the prostatic 
urethra. 

2. The greatest possible flexibility of manipula- 
tion, under vision, of the electrical cutting loop. 

3. Ample electrical power to excise the obstruct- 
ing prostate under water with minimal hemorrhage 
and tissue coagulation. 

4. Interchangeability and ease of manipulation 
of electrodes in the closure of bleeding points. 

5. Completion of the operation, including the 
introduction of a No. 24 French whistle-tip indwell- 
ing catheter, with only one introduction of the 
instrument, the sheath being withdrawn after the 
catheter has been passed through it. 

To meet these requirements the author advocates 
the use of his panendoscope with suitable sheaths 
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and electrodes and adequate electrical power which 
was developed by Wappler. 

When given by an experienced urologist, the 
treatment described is adequate for prostatic {i- 
brosis and for relief in cases of prostatic carcinoma. 
However, pre-operative and postoperative care is 
essential for a successful result. 

Bleeding is controlled under vision before removal 
of the instrument. A special type of bag for hamo- 
stasis has been perfected for use in cases of per- 
sistent oozing. 

As much prostatic tissue as is desired may be 
removed. According to the author’s experience, 
repetition of the procedure is seldom necessary. 

ANDREW MCcNALLy, M.D 


Thompson, A. R.: Some Points in Connection with 
the Successful Issue of Simple Prostatectomy. 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 907. 


In cases in which the author contemplates per- 
forming a prostatectomy the patient is taught 
thoracic respiration by a nurse before the operation. 
The usual functional tests are carried out and the 
patient is allowed to become accustomed to his 
surroundings. Thompson believes there should be 
no hesitancy in using the catheter provided proper 
precautions for asepsis are taken. Since 1910, infec- 
tion of the bladder following the use of the catheter 
has occurred only in one of his cases. Catheteriza 
tion may reveal local conditions of the urethra. 
Thompson avoids the pre-operative administration 
of atropin as it may produce ileus. 

At operation, the bladder is filled with a mild 
antiseptic solution until it rises just above the 
pubis. The perivesical spaces are packed off and the 
bladder is opened transversely. The bladder is in 
spected and any complicating lesion such as a 
diverticulum or stone is cared for. The adenoma is 
removed and hemostasis is obtained by means of 
sutures or a pack. If no bleeding occurs the bladder 
is allowed to fall back to its normal position. The 
prostatic cavity is drained by a glass tube with an 
oblique flange. Rubber is not used. The sutures «re 
placed through fascia and skin with avoidance of the 
rectus. In order to prevent local oedema no sutures 
are used in the lower part of the skin wound. ‘The 
penis and scrotum are strapped high on the abdomen 
and the dressings then applied. One cubic centi- 
meter of pituitrin is given routinely. 

After the operation the dressings are not changed 
for twenty-four hours. A urethral catheter is not 
used. When a persistent fistula is present, a search 
is made for bladder mucosa deep in the wound and 
such mucosa is removed. The drainage tube is re- 
moved when the urine and washings become clear. 
In cases of sloughing suprapubic wounds the wound 
is filled with boric acid crystals. A suspensory is 
fitted as soon as the patient gets up. 

The outlook in cases of prostatectomy com))li 
cated by stone is not especially favorable. Diabctes 
is not a contra-indication to operation. The posi- 
tion after operation may be any one in which the 
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patient is comfortable unless bleeding occurs, when 
the buttocks should be elevated. 

The author states that he has never regretted an 
early operation, and has removed small adenomata 
with good results. ANDREW McNALty, M.D. 


Lorenzini, J.: The Testicular Hormone (L’hormone 
testiculaire). Presse méd., Par., 1932, xl, 476. 

Although the entire doctrine of endocrinology be- 
gan with the studies of Berthold and Brown-Séquard 
on testicular grafts and extracts, little progress was 
made toward isolating the male hormone until very 
recently. Previous lack of progress was due to the 
fact that only a minute portion of the gland is de- 
voted to the internal secretion, extraction being 
therefore very difficult, and to the lack of a reliable 
biological test to establish the presence of the hor- 
mone. The recent work of Pézard has made avail- 
able a test which is specific and gives a fairly accu- 
rate indication of the potency of any preparation. A 
castrated rooster with an undeveloped or atrophied 
comb and wattles is given daily injections of the ex- 
tract. The quantity which will cause the comb to 
grow 1 cm. has been accepted as the “rooster unit.” 

The first systematic studies of methods of extrac- 
tion of the hormone were made by Funk, Harrow, 
and Lejwa. In the blood and urine these investiga- 
tors demonstrated an active substance which had 
certain chemical resemblances to the female hor- 
mone. Their product was an oily chloroform extract. 
By distillation under low pressure, Dodds, Green- 
wood, Allan, and Gallimore obtained an oily sub- 
stance containing crystals. However, the latter were 
not described or identified. 

Frattini and Maino, working in the author’s lab- 
oratory, were the first to isolate the male hormone in 
a crystalline form (Archivio dell’ Instituto biochimico 
italiano, 1930, December). Testicles of bulls were 
extracted by a method similar to that employed for 
isolation of the female hormone. The originality of 
the method consisted in the almost entire elimination 
of lipoid solvents. The crystallized hormone was ob- 
tained by evaporation of the final ether extract. 

The male hormone is only slightly soluble in neu- 
tral or acid water and very soluble in alkaline water, 
strong alcohols, benzene, acetone, toluol, chloroform, 
and ether. It is precipitated by neutral salts, salts of 
heavy metals, tannic acid, and benzoic acid, and is 
very resistant to the action of acids, alkalies, reduc- 
ing agents, and high temperatures. It contains no 
nitrogen. 

According to Butenandt, the hormone is a ketone 
having the formula CgH.0>». 

Theories regarding the action of the sex hormones 
have undergone much change. It is now well estab- 
lished that the activity of the testis and ovary is con- 
trolled by a hormone produced by the anterior lobe 
of the hypophysis. The sex hormones contro] the 
development and function of the accessory genital 
organs and the development of the secondary sex 
characteristics. The supposed antagonistic action 
of the ovarian and testicular hormones has been dis- 
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proved. These hormones can act simultaneously. 
Moreover, they have certain physiological proper- 
ties in common. For example, the male hormone 
produces rut in castrated or prepubescent females 
and folliculin brings on puberty in young males. 
This fact invalidates all biological tests based on hy- 
pertrophy of the genital tract and explains the dem- 
onstration by certain investigators of the female 
hormone in the testes and the urine of males. On 
the secondary sex characteristics, however, the male 
and female hormones have strictly specific effects. 
ALBERT F, DE Groat, M.D. 


Retterer, E.: The Structure of Two Testicular 
Grafts After Survival of Six Years (Structure de 
deux greffons testiculaires aprés une survie de six 
ans). Ann. d’anat. path., 1932, ix, 233. 

The author reports a case in which the implanta 
tion of grafts from chimpanzee testicles was done 
twice. At the time of the first operation the patient 
was sixty-five years old. He gave a history of gon 
orrhcea followed by orchitis on the right side at the 
age of eighteen years and of pleurisy at the age of 
forty-two years. He had worked as a business man 
from the age of twenty and was very vigorous until 
the age of sixty, when he began to notice great weak- 
ness. On seeking treatment he complained of stiff- 
ness in the back and limbs, increasing difficulty in 
walking, somnolence after meals or after an hour of 
reading, fatigue after an hour or two of work in his 
office, lapses of memory, periods of discouragement 
and sadness, and a lack of will power. The genital 
functions were normal until the age of fifty-eight 
years, but then began gradually to weaken. During 
the last few years they had ceased entirely. 

At operation, four grafts of chimpanzee testicles 
were implanted, two on each testicle. Three months 
later the patient’s physical strength began to in- 
crease. Walking was easy, his memory was restored 
to a surprising degree, and he was again able to work 
from six to eight hours in his office. Six months after 
the operation the genital functions returned. These 
results lasted almost six years. At the end of that 
time the patient began again to experience fatigue in 
walking. Fearing that this indicated loss of the con- 
siderable benefit he had derived from the grafting, 
he demanded another operation. 

At the second operation, one of the two grafts im- 
planted on each testicle six years previously was 
found to persist. Voronoff ablated these two grafts 
and implanted two new chimpanzee grafts. 

The two grafts removed were ovoid and 2.5 cm. 
long. In the middle portion they were 1 cm. thick. 
In width, the left one measured 1.5 cm., and the 
right one 1.3 cm. Therefore these grafts had re- 
tained the dimensions of the two strips taken from 
the testicle of the chimpanzee. ‘They were very 
easily detached from the sheath. On transverse or 
longitudinal section each showed a central mass 
which was soft and consisted of a straw-colored pulp 
surrounded by a thick, grayish-white cortex from o.1 
to 1 mm. thick. 
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The grafts were not invaded by connective tissue 
or migratory cells from the host, but were greatly 
changed in their structure. Their peripheral or corti- 
cal portion, which was in contact with the sheath, 
was transformed into connective tissue, a change 
probably explained by the abundant supply of nu- 
tritive plasma furnished by the tissues of the host. 
The epithelium of the tubes or seminal cords, which 
was in a well-nourished region, not only survived but 
also underwent a progressive evolution, being trans- 
formed into a dense connective tissue enveloping the 
whole graft. 

In the central portions of the graft the cytoplasm 
and the nuclei, which were less well nourished, espe- 
cially after the development of the dense connective 
shell, had retrogressed. They had degenerated into 
a fatty mass. 

As long as the epithelial cells persisted they made 
exchanges with the blood of the host and poured 
stimulating principles into it, but after they were 
transformed into connective elements or degenerated 
into fat, the grafts were inert bodies from the point of 
view of internal secretion. PACE. 


MISCELLANEOUS 
Darget, Damade, and Boileau: Cases of Urinary 


Mycosis ((Juelques cas de mycose urinaire). J. 
d@’urol. méd. et chir., 1932 Xxxili, 164. 


Three cases of mycosis of the urinary tract are 
reported in detail. On the occurrence of intestinal 
disturbances with the passage of glairy stools in 
these cases, Boileau examined the stools and found 
sporulated elements and short mycelial elements 


resembling those discovered in the renal urine. The 
same elements were present also in the gingival 
secretion obtained from the region of several 
carious teeth. 
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The urinary manifestations which dominated the 
clinical syndrome were signs of severe cystitis with 
painful spasms radiating to the anal sphincter 
which resisted all treatment. The cystitis was as 
severe as that caused by advanced urinary tubercu- 
losis or neoplasm. The urine was very bloody and 
contained an amount of pus out of proportion to 
that of simple cystitis. Every day a large amount of 
thick and sanguinolent glairy material was passed. 
In Case 1 the renal manifestations were limited to 
several attacks of pyelonephritis with the appear- 
ance of short mycelial filaments in the urine and 
operation revealed a slight inflammatory reaction of 
the kidney. In experiments on guinea pigs, the pre- 
dominant localization of the lesions was the same. 

Involvement of the prostate was found in three 
cases and perhaps favored the predominanily 
vesical localization of the lesions by interfering with 
the evacuation of the bladder. 

In the first case the presence of buccal foci and of 
mycelial filaments in the stools suggested that the 
patient had been inoculated through the digestive 
tract. As Boileau found only short intraleucocy tic 
mycelial filaments in the renal urine, the authors 
believe that these pathogenic elements traversed 
the kidney by the blood or lymphatic route without 
causing serious damage and developed in the bladder 
because of the physiological stagnation of the urine. 

All of the urinary antiseptics used internally or 
hypodermically and all local treatments were with- 
out effect. Iodides given internally in doses of from 
6 to 7 gm. seemed useless. The intravenous admin 
istration of Lugol’s solution advocated by Nanta 
for splenic mycoses was not employed. Penetrating 
radiotherapy had a calming effect of only short 
duration. The only treatment that seemed of any 
value was the intravenous administration of a 1 per 
cent solution of mercurochrome. Paci 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ravina, A., and Loisel, G.: Subcutaneous Cal- 
careous Concretions (Les concrétions calcaires 
sous-cutanées). Presse méd., Par., 1932, xl, 714. 

The subcutaneous deposits of calcium salts dis- 
cussed by the authors were first described by 
Fallopius and Paré. Interest in them has been 
renewed since Milian advanced the theory that they 
are of parasitic origin and Thirbierge and Weissen- 
bach investigated the concretions associated with 
scleroderma. Recently they have been studied from 
the standpoint of calcium metabolism. 

The calcareous concretions are of two main types: 
(1) isolated concretions with a granulomatous 
structure, and (2) concretions associated with other 
disturbances, notably scleroderma. 

The disease begins insidiously. It is most com- 
mon between the ages of seven and sixteen years, 
but has been found also in the second and sixtieth 
years of age. It is relatively frequent in females at 
puberty and the menopause. 

The first sign is usually a single mass appearing 
in the vicinity of a joint or serous bursa, generally 
on a finger or the anterolateral surface of the leg. 
Less frequently it is near the prepatellar bursa, on 
the external surface of the elbow, or in the scrotum. 
The mass is at first soft and fluctuating and may 
suggest a cold abscess. If it is opened at this stage 
a creamy exudate containing gritty particles is 
found. For a long time the overlying skin remains 
unchanged. In the course of months or years new 
nodules are formed. When the disease has become 
established there are multiple painless stony 
masses adherent to the skin but freely movable over 
the deep tissues. These vary in size from that of a 
pinhead to that of a walnut. Eventually the skin 
may ulcerate with resulting fistulization or elimina- 
tion of the concretions. There are general signs of 
decalcification. One of the most common is loss of 
teeth. Masses about joints may produce ankylosis 
and muscular atrophy. Icthyosis, nevi, and pigmen- 
tations are common. The terminal phase is char- 
acterized by cachexia, intestinal ulceration, and 
diarrhoea. 

Isolated concretions begin as nodules formed by 
a collection of lymphocytes and Langhans giant 
cells. The center liquefies and there is formed a 
fibrous capsule which for a long time shows inflam- 
matory cells. The contents of the resulting cyst, 
at first gritty, become at length entirely calcified. 
The capsule evolves toward an acellular fibrous tis- 
sue. The same description often applies to the 
nodules associated with scleroderma, but in the 
latter condition the calcification more commonly 


follows hyaline degeneration without an intervening 
inflammatory stage. 

Weissenbach has produced identical calcareous 
concretions in guinea pigs by subcutaneous injec- 
tions of oil containing calcium phosphate and car- 
bonate. His results show that the calcium salts act 
in the cellular tissues as foreign bodies and also, to 
a variable degree, by chemical irritation. 

On chemical study of the blood in the condition 
under discussion the calcium level is found to be 
normal, but the phosphates are often increased to 
four times the normal. The uric acid and cholesterin 
are also markedly increased as a rule, but these 
substances do not enter into the composition of the 
concretions. There is often a certain degree of 
alkalosis. 

The Wassermann reaction is always negative. 
No organisms have been cultured from the lesions. 

Most of the patients exhibit endocrine dis- 
turbances, usually ovarian or thyroid. Recently 
the origin of the disease has been sought in a para- 
thyroid adenoma and metastatic calcification. 

In the only case in which the calcium balance has 
been completely investigated (Bauer, Bennett, and 
Marble), a progressive retention of calcium was 
found. Aubert F. De Groat, M.D. 


Abbott, A. C., and Goodwin, A. M.: Observations 
on Bone Formation in the Abdominal Wall 
Following Transplantation of the Mucous 
Membrane of the Urinary Bladder. Canadian 
M. Ass. J., 1932, XXVi, 393. 

The authors report a case of bone formation in the 
abdominal wall following a two-stage prostatectomy. 
Eleven days after the second stage of the operation 
the patient complained of a small mass in the lower 
end of theincision. This increased in size until at the 
end of seven months the roentgenogram showed a tri- 
angular area of bone extending from the symphysis 
pubis by a broad base upward to just below the 
umbilicus. It was apparently in the rectus muscle 
and attached to the symphysis. 

Huggins’ observation following the transplanta- 
tion of mucous membrane of the bladder into the 
various layers of the abdominal wall are cited. In- 
variably this transplantation produced true bone 
formation. The results were most definite when the 
transplants were placed between fascial lavers. The 
formation of bone occurred in a characteristic man- 
ner. An epithelium-lined cyst appeared first, and 
about twenty days later spicules of bone were seen 
adjacent to the newly formed mucosa of the cyst. 

The authors report experiments on eighteen dogs 
in which bladder mucosa and full-thickness trans- 
plants were buried in the abdominal wall. Cysts 
with bone formation were found in most of the 
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animals. However, the newly formed bone was 
strictly limited to the newly formed epithelium and 
never infiltrated the surrounding tissues. 

RoBert C. LONERGAN, M.D. 


Wilson, E. H., Doan, C. A., and Miller, D. F.: The 
Baer Maggot Treatment of Osteomyelitis. 
J. Am. M. Ass., 1932, xcviii, 1149. 


The authors report a study of the Baer maggot 
treatment in twenty-six unselected cases of osteo- 
myelitis. The investigation was carried out co- 
operatively by the Department of Zoology and 
Entomology, the Departments of Medical and 
Surgical Research, and the Department of Clinical 
Orthopedic Surgery of the Ohio State University. 
Therefore it was possible to make a complete series 
of studies beginning with the rearing of the flies 
and ending with the treatment of patients in the 
hospital. 

Nine of the twenty-six patients were adults. In 
twenty-two cases healing without a sinus occurred. 
These included five cases of involvement of the 
femur, twelve cases of involvement of the tibia, two 
cases of involvement of the radius, and one case 
each of involvement of the ulna, humerus, and a 
metatarsal bone. In some of them the condition was 
of long standing. In children, uneventful healing 
occurred in an average time of nine weeks. 

In two of the four cases in which healing was not 
obtained the patients were not under observation 
for a sufficient period of time. In the two others 
the treatment failed. 

Baer’s technique was carefully followed, with 
surgical preparation of the wound prior to implanta- 
tion of the maggots. Early cases demonstrated the 
importance of experience in the use of the method. 
It was found, for instance, that too immature larve 
failed to survive. Cultures seventy-two hours old 
are best, although the age becomes less important 
after several implantations in a given case. The 
larvez will not live in the presence of acid secretions; 
therefore irrigation of the wounds with mildly 
alkaline Seiler’s solution before the implantation 
was found of aid. When a large amount of necrotic 
material is present large numbers of larve are needed. 
Free drainage must be secured as otherwise the mag- 
gots will be drowned. 

The authors were impressed with the rapid im- 
provement in the appearance of the wounds. 

The scar remaining is a distinct improvement 
over the scar left by other treatment as the cavity 
formed by the operation and the disease ‘process is 
obliterated by the ingrowth of healthy granulation 
tissue with at least partial restoration of the blood 
supply. Ropert C. LONERGAN, M.D. 


Pétrignani, R.: Traumatic Periarthritis (Les péri- 
arthrites traumatiques). Rev. d’orthop., 1932, 
XXXiX, IOI. 


Nine cases of traumatic periarthritis of the knee 
joint are reported with roentgenograms. The knee 
is the joint affected most frequently, but the condi- 
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tion may occur in any joint. It is more common than 
it was believed to be before the use of the roentgen 
rays. <A definite diagnosis can be made only by 
means of roentgenograms. The condition is often 
called the ‘‘Stieda-Pellegrini syndrome” from the 
names of the persons first describing it. 

There is no injury of the bone or joint; only the 
surrounding soft parts and ligaments are traum: 
tized. As the capsule and ligaments are rich i) 
sympathetic terminals, the condition is a neur 
traumatism. The injury reacts on the centri! 
nervous system, bringing about permanent acti: 
vasodilatation. The contusion causes a hematoma 
and the hematoma is the fundamental lesion 
beginning periarthritis. The hyperemia results i 
decalcification of the bones. As a rule the osteolysis 
remains limited to the immediate region of th: 
injury, but in some cases it may extend to the whole 
epiphysis. It never involves the diaphysis. The 
calcium is transferred to the soft parts and forms a 
periarticular ossification. The author prefers to ci!! 
the condition an ‘“‘ossification” rather than 
“osteoma” as there is no true bone tumor. The 
decalcification of the bone and ossification of the 
soft parts produce the characteristic roentgen 
picture. 

The amyotrophia, limitation of movement, and 
pain are present in arthritis as well as periarthriti- 
Palpation of a hard mass adjacent to the bone is 
significant, and the diagnosis may be confirmed | 
roentgen-ray examination. Arthritis and peri 
arthritis are often associated. 

The most important treatment is prophylacti: 
treatment of the injury. Asa rule such injuries are 
bandaged and then massaged and the patient is 
allowed to go back to work. Massage is injurious 
instead of beneficial as it tends to cause ossification 
Early mobilization is also dangerous. Absolute and 
prolonged immobilization is indicated in any in 
jury near a joint. Firm pressure with an elasti 
bandage should also be used for the first few days to 
prevent cedema. The compression need not |x 
continued long unless there is swelling. It may lh: 
replaced by hot air or ice for the hyperemia. Thi 
more serious the injury the more prolonged the 
immobilization should be. In serious cases Lecén: 
recommends the use of plaster for as long a perio: 
as for fracture. He recommends also evacuation «! 
the hematomata if they are very large. The lim! 
should not be used until all signs of inflammatio) 
have disappeared. Electrotherapy should be use‘! 
for the para-articular muscles. The treatmen 
requires several weeks. As the insurance companic 
are apt to object to this, Leriche proposes blocking 
the short sympathetic reflexes starting from th: 
joint by periarticular intraligamentous injections « 
an anesthetic. The patient should never be allowe 
to go back to work without a roentgen-ray examin« 
tion. This may show normal conditions, ossific: 
tion, or simple opacity around the joint. The autho 
believes that in the presence of the latter finding 
roentgen therapy is beneficial. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


\fter periarthritis has developed, Pétrignani has 
obtained good results from alternate treatments 
with diathermy and irradiation with infra-red rays. 
Roentgen therapy is also beneficial. It may arrest 
the progress of the ossification. Surgical removal of 
the osteoma has proved successful in about 70 per 
cent of the cases in which it has been used. It 
should not be practiced until the ossification has 
become stabilized. 

The article is supplemented by an extensive 
bibliography. Aubrey Goss MorcGan, M.D. 


Ray, M. B.: Osteo-Arthritis. Brit. M.J., 1932, i, 789. 

To obtain a working classification of the various 
forms of chronic arthritis the author suggests that 
all joint diseases be divided into two main groups: 
(1) specific conditions, in which the cause is known, 
and (2) non-specific or rheumatic conditions, in 
which the cause is unknown. To the first group 
belong conditions due to trauma or associated with 
the presence of a known infective agent such as the 
tubercle bacillus, the gonococcus, the spirochzte, 
the pneumococcus, or the typhoid bacillus. Condi- 
tions in the second group may be divided into two 
subgroups, those in which the joint surfaces are in- 
volved primarily (endarticular conditions) and those 
in which the tissues around the joint are involved 
primarily (periarticular conditions). As the termin- 
ology applied to the first subgroup is anatomical, 
it is more exact than that applied to the conditions 
of the second subgroup. The latter have been 
designated by such terms as “rheumatoid arthritis,” 
“infective periarthritis,” ‘‘atrophic arthritis,” and 
“focal arthritis.” Occasionally both varieties are 
called ‘‘arthritis deformans,” but this term is falling 
into disuse. The confusion in the nomenclature is 
due to lack of agreement regarding the basis of 
classification, some observers viewing the conditions 
from the anatomical standpoint and others viewing 
them from the etiological point of view. It is only in 
the earlier stages of these diseases that definite dis- 
tinctions can be made because in the later stages of 
the second variety changes characteristic of osteo- 
arthritis may be superimposed. 

The changes in osteo-arthritis can be considered 
best as they affect: (1) the articular cartilage, (2) 
the underlying bone, and (3) the synovial membrane 
and capsule. 

Osteo-arthritis, unlike rheumatoid arthritis, is 
much more a local than a general condition. Its 
victims are usually well-nourished robust persons 
of a plethoric type. The two most important factors 
in the etiology of the condition are advanced age 
and trauma. Osteo-arthritis is essentially a disease 
of later middle life, when early degenerative changes 
begin. According to Glover, the typical age of onset 
of monarticular osteo-arthritis is at least two decades 
later than that of rheumatoid arthritis. In men, 
the hip and spine are most often affected, and in 
women the knee is involved most frequently. 

The association of the joint condition with a focus 
of infection is not nearly so apparent in osteo- 
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arthritis as in rheumatoid arthritis. As Glover 
points out, 75 per cent of the population over the 
age of forty vears have septic teeth, yet, the per- 
centage over that age who are suffering from arthritis 
is much lower. Dampness of houses is more likely 
to bring on fibrositis than arthritis. 

Following a general clinical description of osteo- 
arthritis the author discusses the individual joints 
most commonly involved. 

As the finger joints are involved in practically every 
type of arthritis, the ability to distinguish the vari- 
ous changes is most important. Outgrowths from 
the epiphyseal ends of the phalanges are extremely 
common in elderly persons, especially women. 
Heberden’s nodes, besides being unsightly, may 
be tender and painful when they first appear. They 
can be distinguished from the tophi of gout by 
the fact that they are firmly attached to the bone, 
whereas the gouty nodule is capable of slight move- 
ment. 

Arthritis of the wrist, especially when there is 
considerable synovial effusion, is more likely to be 
of the infective or rheumatoid type than of the 
osteo-articular type. The possibility of a gonococcal 
infection in this condition should not be overlooked. 

Blacksmiths are prone to develop osteo-arthritis 
of the elbow from the wielding of their heavy ham- 
mers. The condition is characterized by pain on 
movement, stiffness, creaking, and liability of the 
joint to lock in certain positions. It is not a common 
affection. 

In advanced cases of osteo-arthritis a ring or 
collar of osteophytes may be found surrounding the 
head of the bone. This will seriously interfere with 
the normal movement of a joint. 

Spondylitis is divided by Buckley into two main 
tvypes—spondylitis ankylopoietica or ankylosing 
spondylitis, and spondylitis osteo-arthritica. The 
important causative factor in the latter appears to 
be heavy labor. The primary change probably 
occurs in the intervertebral disks, which undergo 
changes similar to those occurring in the cartilagi- 
nous surfaces of other joints. Exostoses are thrown 
out to support the weakened joints. These can be 
seen in roentgenograms and are in striking contrast 
to the bamboo-like appearance of the ankylosing 
variety. Some degree of movement is always re 
tained, but the lumbar curve may be flattened and 
a kyphosis may be present in the dorsal region. If 
the osteophytes press on nerve roots there may be 
very severe pain. As a rule the pain is severe only 
after strain and is then relieved by rest for a few 
days. 

Coxarthritis or malum coxw senilis is much more 
common in men than in women. It is essentially 
a disease of late middle life or old age. The earliest 
symptoms are usually neuralgic. There is pain along 
the distribution of the sciatic nerve, and it is ex 
tremely difficult at first to determine whether the 
condition is incipient coxarthritis or sciatica. 

In the knee joint osteo-arthritic changes are com 
mon. As the strength of this joint is due, not to the 
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anatomical peculiarities of the articular ends of the 
bone, but to the toughness and resistance of the 
complex structures which bind the bone ends to- 
gether, strains and relaxations of the muscles and 
ligaments readily bring about faulty apposition of 
the bony components of the joint. Osteo-arthritis 
of the knee may occur in both sexes, but is most 
common in women at about the age of the meno- 
pause. In their work on fibrositis, Llewellyn and 
Jones refer to two stages in the history of this con- 
dition as it occurs in women: (1) a primary or pre- 
osteophytic stage, often of prolonged duration, which 
has the clinical characteristics of villous hyper- 
trophy, and (2) a secondary or terminal stage in 
which bony and cartilaginous outgrowths appear. 
By some, the condition is called ‘climacteric arthri- 
tis,” but its end-results are osteoarthritic. 

In the foot the most common form of osteo- 
arthritis is found in association with the weak or 
flat-foot in which the longitudinal arch has failed 
and compensatory proliferation has taken place in 
the astragalus, the latter showing a distinct bulging 
above the inner plantar margin. The metatarso- 
phalangeal joint of the great toe also commonly 
presents osteo-arthritic changes. The condition 
known as “painful great toe” is often due to hyper- 
trophic outgrowths corresponding to Heberden’s 
nodes in the fingers. 

Although in many respects osteo-arthritis may 
be looked upon as a local rather than a general 
disease, its manifestations are associated with de- 
generative conditions. Therefore the treatment 
must be directed toward preventing unnecessary 
metabolic burdens. It is a good working rule to 
estimate the caloric value of the ordinary diet of 
the patient and reduce it by one-third. This rule 
is applicable especially in the cases of well-nourished 
plethoric persons. The blood pressure and the uric 
acid content of the blood are usually high. There- 
fore the diet should be similar to that prescribed 
for gouty patients. As osteo-arthritis is undoubtedly 
associated with the absorption of toxins from a 
sluggish bowel, foods rich in purine should be avoided 
and an adequate supply of vitamins should be as- 
sured. The use of Bulgarian soured milk or a prep- 
aration such as lactodextrin to change the character 
of the intestinal flora often gives good results. 

In addition to general measures there are certain 
physical methods which may prove of value in 
restoring movement to stiffened joints and muscles 
and relieve pain. 

As joints cannot be healthy unless they are func- 
tionally active, the question arises as to whether 
osteo-arthritic joints should be kept moving. When 
the pain is intolerable and neither physical methods 
nor fixation will relieve it, operative intervention 
must be considered. Patt Lewry, M.D. 


Kling, D. H.: Syphilitic Arthritis with Effusion. 
Am. J. M. Sc., 1932, clxxxiii, 538. 


In the diagnosis of syphilitic arthritis it is necessary 
first to establish the presence of syphilis. In seven of 
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the cases reviewed by the author the presence of 
syphilis was established by the Wassermann re- 
action; in one, by luetic parenchymatous keratitis; 
and in one, by juxta-articular gumma. The second 
task in the diagnosis is to prove that the joint afiec- 
tion is due to the syphilis. This is more difficult. 
complete examination of the joint is necessary to 
rule out other conditions. The most important 
evidence that syphilis is responsible for the arthritis 
is a positive Wassermann reaction in the joint fluid 
associated with negative other findings. The dis 
crepancy between a history of trauma and the in 
flammatory character of a joint effusion in a syphil- 
itic patient is suggestive. The age of the patient also 
furnishes a clue, as syphilitic arthritis is most fre 
quent in children and young adults. The clinical 
picture of a monarthritis or bilateral involvement 
of the knee joints with only slight pain, muscle 
spasm, and periarticular thickening and the a)b- 
sence of systemic manifestations is also important 
Roentgen-ray evidence is available only when path- 
ological changes have occurred at the articular sur 
face, as in two of the author’s cases. 

Therapeutic evidence consists of inefficiency of 
non-specific therapy and a characteristic resporise 
to specific therapy. The latter consists of the absence 
of an evident change or exacerbation of the type of 
the Herxheimer reaction after initial doses and suc- 
cessful results from the full course of treatment in 
cases in which destruction of the joint is not too far 
advanced. 

Accurate diagnosis and successful treatment re 
store the joint structure and help to eradicate the 
disease. Putri Lewin, M.D 


Simon, R., and Weill, J.: Operations on the Para- 
thyroid Region in Arthritis Deformans (Op¢r:- 
tions sur le région des parathyroides et rheumati-! 
déformant). Presse méd., Par., 1932, xl, 412. 

The first to treat arthritis deformans successful!) 
by parathyroidectomy was Opel of Petrograd. 
Leriche introduced the operation into France and 
obtained good results from it in a number of cases 
Opel and Leriche based the indications for the 
operation on the finding of hypercalcemia, but in 
studying the histories of their cases the authors were 
surprised to discover that good results were obtaine«! 
in some cases in which histological examination 
showed that only typical thyroid tissue or a frag 
ment of fat and no parathyroid tissue had been 
removed. 

The authors therefore decided to try the effect «! 
simply incising the tissues of the neck down to tlic 
parathyroids under local anesthesia and closiig 
the wound. They report two cases of very severe 
arthritis in which very great improvement w:: 
brought about by this procedure. They question t!ic 
correctness of the theory of Opel and Leriche th«' 
the operation should be based on hypercalcwm'« 
as in one of their cases the blood calcium wis 
normal and in the other it was subnormal. In th 
case with hypocalcaemia there was also a hypopar:: 
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thyroidism which was sufficiently advanced to cause 
latent tetany. In this case a true parathyroidectomy 
would doubtless have been injurious. The false 
parathyroidectomy gives excellent results without 
depriving the patient of an essential gland. 

AupreEY Goss Morcan, M.D. 


Marinesco, G., and Allende, G.: Chronic Infantile 
and Familial Rheumatism (Rhumatisme chron- 
ique familial et infantile). Presse méd., Par., 1932, 
xl, 646. 


This article reports a study of a chronic progres- 
sive type of polyarticular rheumatism occurring in 
three children six and a half, five, and three and a 
half years of age respectively who belonged to the 
same family. A fourth child was free from the 
disease. There was no history of rheumatism in the 
family. All laboratory tests, including the Wasser- 
mann test and Pirquet’s skin test, were negative. 
The first symptoms were noted at about the tenth 
month of life. 

The authors emphasize that this rare condition 
has nothing in common with Still’s disease, which 
appears later in childhood and is characterized by 
adenopathy, splenomegaly, elevation of the tempera- 
ture, and digestive disorders. They believe that the 
streptococcus viridans may be responsible for the 
lesions in and around the joints although a constitu- 
tional factor seems very important. 

GEZA DE Takats, M.D. 


King, E. S. J.: The Pathology of Ganglion. 4 wstra- 
lian & New Zealand J. Surg., 1932, i, 367. 


King reviews the history and pathology of 
ganglia, calling attention to the fact that ganglia 
were known to Hippocrates. The swellings are seen 
on the hands and feet and about the knee joint. 
They occur in the region of the joint capsules and 
tendon sheaths. Ordinarily they do not communi- 
cate with the adjacent cavity. They are three times 
as frequent in females as in males, and are com- 
paratively rare after the fourth decade of life. 

The microscopic findings show that the develop- 
ment of ganglia may be divided into three fairly 
definite stages. The first stage is characterized by a 
large number of spheroidal cells which are closely 
packed together and merge by insensible gradations 
into spindle cells at the periphery. The second 
stage may possess features of the first stage and 
present a central area which is beginning to take on 
the characteristics of a cavity filled partly with a 
secretion from these cells. Sometimes all of the 
spheroidal cells undergo the mucoid change at the 
same time so that the mucoid material abuts on 
the spindle-cell tissue. It is in the third stage that 
one finds the changes seen in the well-developed 
ganglion. In this stage the wall is smooth and of 
variable thickness and the lining membrane bears 
an astonishing resemblance to the synovial mem- 
brane of joints. 

Attention is called to the close morphological 
similarity between the hyperplastic synovial mem- 
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brane and the lining of the ganglion. After sub- 
sidence of the active process, which is the result of 
stimulation of the cells, the cells revert to their 
original condition and the majority of them become 
spindle-shaped, the cyst wall resembling the struc- 
ture from which the cells arose. 

The small cysts may communicate with one 
another, but there is no evidence of a true papillary 
growth to indicate that they are neoplastic and no 
evidence that the condition is of the ordinary 
inflammatory type. King therefore believes that 
the process may be regarded as a proliferation of 
cellular structure, a disintegration of cells and an 
accumulation of cellular secretion with the forma- 
tion of a cavity. He concludes that the process is 
not primarily a degeneration of cellular tissue, but 
a secretion of the synovial cells. He believes that 
the chief causes are trauma and a constitutional 
factor. Paut C. Coronna, M.D. 


Fischer, H.: The Importance of the Acromio- 
clavicular Joint in the Clinical Picture of 
Painful Stiffening of the Shoulder (Die Bedeu- 
tung des Akromio-clavicular-Gelenkes im Krank- 
heitsbilde der schmerzhaften Schulterversteifung). 
56 Tag. d. deutsch. Ges. f. Chir., Berlin, 1932. 

In every case of painful stiffening of the shoulder 
special attention should be directed to the acromio- 
clavicular joint. The cartilaginous disk in that joint 
may cause disturbances similar to those produced by 
the meniscus of the knee. The author reports a case 
of stiffening of the shoulder in which pain began 
suddenly but ceased immediately after the injec 
tion of morphine into the acromioclavicular joint. 
The discus had become locked in the joint. After 
removal of the discus all discomfort ceased. In 
another case constant pain had been caused for 
three years by calcification of the discus. Discus 
locking may be produced by even very minor 
injuries. Resection of the joint relieves the pain 
immediately. 

In the discussion of this report, PELS-LEUSDEN 
called attention to the fact that the acromioclavicu- 
lar joint may become the site of arthritis and that 
the pain described may be caused by this condition. 

STEGEMANN stated that subscapular bursitis may 
also produce such pain. This is manifested in the 
roentgenogram by a narrow shadow. The injection 
of 2 c.cm. of a 2 per cent novocain solution relieves 
the pain. STETTINER (Z). 


Chaton, M.: A Case of Foreign Bodies in the Elbow 
Joint-—Osteochondrophytic Arthropathy (A 
propos d’une observation de corps ¢trangers articu- 
laires du coude—arthropathie ostéochondrophy- 
tique). Bull. et mém. Soc. nat. de chir., 1932, |viii, 
170. 

The case reported was that of a man thirty-two 
years of age who for ten years had had pain in the 
right elbow with progressive limitation of movement 
and enlargement of the joint and atrophy of the 
forearm and for one year had had pain also in the 
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left elbow. In the right elbow, roentgen examina- 
tion showed enlargement of the ends of both bones 
and a number of arthrophytes of various sizes in 
the bend of the flexed elbow. In the left elbow it 
disclosed hypertrophy of the head of the radius and 
a joint body in process of elimination from the 
lower end of the humerus which rested in a niche 
and was still attached to the lower end of the 
humerus by a pedicle. 

Operation on the right elbow by the transole- 
cranon route disclosed thirty joint bodies, the 
largest of which was the size of a hazelnut. These 
joint bodies were found in three foci—one in front 
of the trochlea of the humerus, one in front of the 
condyle of the humerus, and one at the upper radio- 
ulnar joint. One large arthrophyte was still ad- 
herent to the head of the radius. The ends of all 
of the bones showed hypertrophy and dystrophy. 
The condylar surface of the humerus was destroyed 
and in its place there was a red granular surface 
not covered with cartilage. Because of this patho- 
logical condition, resection of the lower end of the 
humerus was done in addition to removal of the 
joint bodies. 

Histological examination of the joint bodies 
showed a shell of fibrous tissue surrounding a 
cartilaginous nodule in the center of which there 
was an accumulation of calcium dust. There was 
no bone tissue. 

The author concludes that this was a case of 
dissecting osteochondritis in a very advanced stage. 
The left elbow showed a beginning stage of the 
process with the characteristic niche. 

Chaton discusses the theories of Koenig, Barth, 
and Axhausen with regard to the pathogenesis of 
the disease and concludes that all of these theories 
are wrong. He believes that the disease is not a local 
condition of the epiphysis, but is caused by lesions 
of the trophic center in the anterior horns of the cord. 
The latter may be congenital or the result of mild 
infection. 

Chaton’s operation was not entirely successful. 
For similar cases in which joint movement is 
seriously interfered with he recommends resection 
of the enlarged and pathological ends of both bones. 

In the discussion of this report, SoRREL, FREDET, 
and Movucuert said that they believed the condition 
in Chaton’s case was osteochondromatosis of the 
elbow. Sorrel said that he doubted whether persons 
with this condition would permit complete resection 
as it might cause more limitation of movement than 
the disease. Auprey Goss Morcan, M.D. 


Reschke: Osteomyelitis of the Hip-Joint Region 
(Die Osteomyelitis der Hueftgelenkgegend). 56 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1932. 


Reschke reports on twenty-six cases of osteo- 
myelitis of the hip-joint region which were treated 
in the last ten years. In eleven cases treated in the 
first eight days of the condition there were three 
deaths; in six treated in the second week, one 
death; in four treated after the second week there 
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were no deaths; and in five treated in the stage with 
multiple active foci there were five deaths. 

The original focus may be in the head, neck, or 
shaft of the femur or in the pelvis. The author 
refers to the classical work of Koenig, Mueller, and 
von Brunn on osteomyelitis. 

Of the cases reviewed, the primary focus was in 
the femur in eighteen and in the pelvis in eight. In 
no case was it possible to discover the focus imme 
diately. In eleven cases there was no external 
rupture. In all of the surviving patients healing 
was obtained with ankylosis but without fistulz. 

The author discusses the advisability of primar, 
resection. Of twenty-one cases (the five in which 
death occurred early are not considered) operation 
was performed in four with two deaths. In th 
remainder, which were treated by extension, there 
were also two deaths. In the two fatal cases treated 
by extension there was a general dissemination oi 
bacteria from multiple foci. The author says that 
while attention must be paid to the blood findings. 
the presence of bacteria in the blood does not always 
indicate an unfavorable prognosis. He therefore 
prefers extension treatment. This choice is sup 
ported also by the fact that in the acute stage it is 
impossible to determine the point of origin of the 
infection; even the roentgenogram cannot be relied 
upon. A diagnosis of the focus is impossible before 
three weeks have passed, and by that time the 
patient’s fate is already determined. Extension is 
preferable to primary resection also because the 
latter does not improve the functional results. 
Resection should be considered only when treat 
ment by extension and the opening of any abscesses 
present does not give the desired result. In most 
cases the general condition improves rapidly afte: 
extension. STETTINER (Z) 
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Trumble, H. C.: A Method of Fixation of the Hip 
Joint by Means of an Extra-Articular Bone 
Graft. Australian & New Zealand J. Surg., 193: 
i, 4x3. 

The author briefly discusses the indications ani 
proper time for fusion of the hip joint and advocates 
the use of some form of extra-articular fixation 
He reports three cases in which he employed his 
own method of fixation. In the latter procedure « 
stout, free graft from the tibia is placed between 
the tuberosity of the ischium and the shaft of the 
femur, in the neighborhood of the lesser trochanter 
The article contains diagrams and roentgenograms. 

Pau. C. Cotonna, M.D. 


Ottolenghi, C. E.: Extra-Articular Arthrodesis of 
the Hip in Coxalgia (La artrodesis extra-articula: 
de la cadera en la coxalgia). Rev. de ortop. y trav 
matol., 1931, i, 153. 


Extra-articular arthrodesis of the hip is done in 
coxalgia to obtain solid, permanent, and stable 
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immobilization of the joint. It is indicated when 
the disease has completed the final stage of its 
evolution. It does not replace orthopedic treatment, 
but serves as a complement to the latter. It is 
intended to improve, maintain, or consolidate the 
results of orthopedic treatment and prevent the 
consequences of the disease process—mechanical 
changes, pain, and poor position. 

Postoperative immobilization should be main- 
tained for at least eight months in a cast and for 
four months in a splint. The patient should not be 
released from all orthopedic appliances until solid 
union of the graft is certain. 

Extra-articular arthrodesis gives good results in 
children. It may be adapted to the requirements of 
the particular case. 

The description of the technique is amplified by 
numerous illustrations, several of which are in color. 
The article includes the histories of twenty-six 
cases with roentgenograms showing the condition 
before and after the operation. 

EuGENE T. Leppy, M.D. 


Fusari, A.: Posterior Tibio-Astragalar Arthroresis 
by the Method of Camera (L’arthrorise tibio- 
astragalienne posterieure d’apres Camera). Arch. 
franco-belges de chir., 1931~2, XXxiil, 17. 

The author reports the results of thirty-three 
operations performed on thirty-one patients in 
Camera’s clinic. The operation, to which the name 
‘“‘arthroresis” was given by Mezazari, is similar in 
purpose to the methods of Putti, Del Torto, Toupet, 
and Campbell in that it seeks to prevent or limit 
foot-drop in cases of paralytic equinus. It is much 
to be preferred to tendon transplantation and 
tenodesis as it is more definite in its action and does 
not disturb the normal musculature. The technique 
is as follows: 

With the patient face down, a curved longitudinal 
incision is made in the skin posterior to the tendon 
of Achilles from the upper edge of the heel upward 
about 10 cm. The tendon is then split longitudi- 
nally to expose the posterior surface of the astraga- 
lus. With the foot in moderate dorsal flexion, a 
chisel is driven into the bone near the border of 
the tibia at an angle of 45 degrees to the axis of the 
leg. With the knee flexed, the anterior surface of 
the tibia is exposed and a graft about 4 cm. long 
and 1.5 cm. wide is removed from its cortex. This 
graft is then driven into the bed in the astragalus 
made by the chisel and sunk tight with a special 
instrument made for the purpose, a liberal amount 
being left projecting to serve as a block against the 
posterior edge of the tibia. After suture of the 
tendon and skin a plaster cast is applied and left 
on for about three months. If the equinus is spastic, 
a cast is applied with the foot in the corrected posi- 
tion and the operation described is done later 
through a posterior window. 

Most of the patients whose cases are reviewed 
were between four and ten years of age. Only five 
were more than ten years old. Ten were spastics. 


In three cases preliminary correction by manipula- 
tion under anesthesia was necessary. In seven 
cases additional bone work was done, usually on 
the astragalus, and in nineteen, tendon work, 
especially shortening of the extensors, was also 
necessary. Lengthening of the tendon of Achilles 
was done only three times. In many cases the graft 
became surrounded by new callus. In several cases 
it broke, but, even in these, toe-drop was sometimes 
prevented. The length of time the patient was 
kept under observation after the operation ranged 
from one to six years. In seven cases the operation 
was performed too recently to permit judgment of 
the results. Of the twenty-four others, good 
results were obtained in twenty. In many cases not 
only correction of the equinus deformity, but also 
a decrease in the contracture of the tendon of 
Achilles, was obtained. 

The results of posterior bone block by all methods 
are in general very gratifying, and those obtained 
by the Camera procedure compare very favorably 
with those of other methods. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Kment, H.: The Treatment of Acromioclavicular 
Dislocation (Zur Behandlung der Luxatio acromio- 
clavicularis). Zentralbl. f. Chir., 1932, p. 410. 

Dislocation of the clavicle at the lateral end of 
the bone is usually upward. The dislocation is 
complete only when both the external and the 
internal portions of the posterior coraco-acromial 
ligament are torn away with it. Reposition is easily 
accomplished by outward rotation and elevation of 
the arm, but the reduction cannot be maintained 
by conservative measures and bandages. Of the 
numerous operative methods proposed, the majority 
are unable to prevent recurrence with certainty. 
The result is unsatisfactory also from the functional 
standpoint. 

In 1861, Cooper performed a resection of the 
articular surfaces and followed it with a wire suture. 
Buedinger and Kirchmayr overcame the danger of 
recurrence by boring through the acromion and 
clavicle and leaving the drill in place at first. 
Steinmann and Narath employed nailing. When 
treated in this manner, the joint remains com- 
pletely stiff and immovable. Schloffer makes use 
of a special wire suture placed in a special way so 
that redislocation is impossible while the wire 
remains in place. In this procedure the clavicle is 
bored through twice in a perpendicular direction 
and the acromion is bored through once in an 
oblique direction. The procedure is shown by 
drawings. <A particularly strong wire is drawn 
through the drill holes and pulled taut. The ends 
of the bone are then brought into position and the 
wire is again drawn up tight. The bones must not 
lie directly under the skin. The suture can be 
covered by the trapezius muscle by the plastic 
procedure of Elmgreen. At the Prague clinic 
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eleven patients have been treated with good 
results in this manner. In one case the wire broke 
later, and in another it cut through the bone, but 
even in these cases the end-results were good. 
Physical therapy should be begun at the end of a 
week to prevent ankylosis. E. Wiis (Z). 


Santos, J. V.: Changes Which the Articular Carti- 
lage of the Hip Joint May Undergo. Surg., 
Gynec. & Obst., 1932, liv, 650. 

This article deals with the changes noted on micro- 
scopic examination of femoral heads years after 
intracapsular fractures of the femur. Evidence is 
presented to prove that an active formation of new 
cartilage may occur after resorption of the old 
cartilage. The article is summarized as follows: 

In a series of cases of atrophy of the femoral head 
and the acetabulum following a complete intra- 
capsular fracture of the neck of the femur, degenera- 
tive and proliferative changes have frequently been 
noted in the articular cartilage. Following the 
degenerative change, a resorptive process, which 
simulates that occurring in atrophic bone, takes 
place in the articular cartilage. This consists in an 
invasion of the cartilage by the underlying marrow 
which begins at the upper portion and gradually 
spreads along the lateral circumference with ab- 
sorption and replacement of the cartilage in its 
course and the subsequent formation of chondral 
marrow cavities. However, the process is observed 
only in the femoral head and acetabulum in which 
the blood supply remained intact following the 
fracture. It fails to occur in the head which under- 
goes necrosis due to vascular interruption. The re- 
sorption may be brought about by: (1) multi- 
nucleated giant cells (osteoclastic resorption), (2) 
connective tissue (fibroblastic resorption), (3) blood 
vessels (vascular resorption), or (4) a combination 
of these agents. 

Following the degenerative change in the articular 
cartilage and its gradual resorption by the under- 
lying marrow there is an active formation of new 
hyaline cartilage from the pannus that covers the 
joint surface of the articular cartilage and from the 
proliferation of surviving cells of the articular 
cartilage, generally those in the deeper layer. The 
former process is limited in extent and now and 
then may be noted also on the articular surface of a 
necrotic femoral head. The latter, however, may 
sometimes be sufficiently marked to replace the 
whole thickness of the articular cartilage and thus 
lead to partial or complete re-formation of the 
articular layer. It usually begins about the chondral 
spaces and is found only in alive femoral heads and 
acetabula. These facts indicate that the resorptive 
process is of importance in the subsequent prolifera- 
tion of the old cartilage cells. Subchondral marrow 
invasion of the articular cartilage has been noted 
before in cases of arthritis deformans and tabetic 
arthropathy, but in the studies herewith reported 
the histological examination revealed no other 
pathological condition besides the osteoporosis due 
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to disuse. The part played by the atrophy in the 
process is probably not of much importance as 
changes similar to those observed cannot be dem 
onstrated in senile osteoporosis and were not found 
in disuse atrophy of the upper femoral epiphysis 
of nine years’ duration. CuEsTER C. Guy, M.D. 


Howorth, M. B., and Smith, H. W.: Congenitai 
Dislocation of the Hip Treated by Open Opera- 
tion. A Report of Seventy-Two Cases. / 
Bone & Joint Surg., 1932, xiv, 299. 

The authors report seventy-two cases of congen 
ital dislocation of the hip which were treated b 
open operation at the New York Orthopedic Hos 
pital in the period from 1920 to 1929. 

Most of the patients were between three and fiy; 
years of age. The oldest was twenty, and th 
youngest one and a half years old. 

In forty-six cases the dislocation was unilatera| 
Of the twenty-six cases in which it was bilateral, « 
bilateral open operation was done in only ten as ii 
sixteen one hip was reduced by the closed method 
All of the dislocations were of the anterosuperior 
type. In the cases of patients under three years o! 
age there was an average anterior torsion of 5: 
degrees. 

In 56 per cent of the cases from one to five 
attempts at closed reduction had been made. 

At operation the Smith-Petersen approach was 
used without preliminary traction. As a rule the 
anterosuperior half of the capsule was divided 
parallel with and close to the acetabulum. In 
thirty-four hips the constriction in the capsule was 
divided, and in thirty-five the ligamentum tere: 
was removed. 

In 54 per cent of the cases simple reduction was 
possible. Only a pad of fat or fibrous tissue was 
removed from the acetabulum or the acetabulum 
was left intact. In 42 per cent of the cases thi 
acetabulum was gouged out, and in 11 per cent : 
shelf operation was performed. 

Thirty of the acetabula were shallow, fourteen 
were filled with fat and fibrous tissue, and twent\ 
were good sockets. 

The ligamentum teres was absent in five hips 
ruptured in two, and thin in seven. 

In fifty-six hips the capsule and labrum glenoidale 
were found constricted. 

Additional operations were required in six cases 

Closed reduction for redislocation after an open 
operation was successful in one of two cases in 
which it was attempted. 

In thirty-eight hips a supracondylar osteotom 
was done to correct anteversion of more than 4¢ 
per cent. 

One patient died during the operation and two 
developed trivial superficial infections. 

In the postoperative care a plaster hip spica was 
applied with the hip in extension, abduction of 2 
degrees, and internal rotation. Its removal after ai 
average of three months was followed by massag: 
and active and passive exercises. 
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The results as regards the range of motion were 
good in 80 per cent of the cases and poor in 8 per 
cent. 

[he authors’ conclusions are as follows: 

1. Closed reduction is the treatment of choice in 
congenital dislocation of the hip when a stable 
complete reduction can be obtained by the described 
method without much traumatism. 

2. Attempts at closed reduction frequently fail 
either primarily or secondarily. Repeated manipu- 
lations are rarely successful and often result in 
considerable damage to the hip. 

3. The chief causes of failure of closed reduction 
are the obstructions offered by the constricted 
capsule and labrum glenoidale and the redundant 
ligamentum teres. 

3. A shallow acetabulum with an oblique roof 
frequently permits redislocation. In cases with an 
acetabulum of this type open reduction usually 
with deepening of the acetabulum is advisable. If 
exposure of much bone is required a shelf opera- 
tion is preferable. 

5. Open reduction is almost always successful 
primarily. When redislocation occurs it usually 
takes place shortly after the removal of the plaster. 
Therefore the hip should be carefully watched at 
this time, particular attention being paid to roent- 
genograms made with the patient standing. Sec- 
ondary manipulations to improve the reduction 
have been of little value. 

6. The shelf operation results in less stiffening 
than the gouging of a new socket out of bone and is 
therefore preferable when the femoral head cannot 
be brought down to the level of the acetabulum or 
the socket is so shallow or oblique that maintenance 
of reduction, even with gouging of cartilage, is 
hopeless. 

7. When the deformity is 45 degrees correction 
of anteversion is usually advisable unless a shelf 
operation is done. 

8. Examination eighteen months or more after 
the operation in the cases reviewed showed main- 
tenance of the reduction in 61 per cent of the hips, 
subluxation in 31 per cent, and redislocation in 
8 per cent. A good functional result was obtained 
in 67 per cent. 

g. Fatigue, limp, and limitation of motion were 
frequent residual symptoms after open reduction of 
hips which had become redislocated and in those in 
which gouging to bone was done. 

to. Coxa plana is not infrequent after reductions 
of congenital dislocation of the hip, but seems to be 
unrelated to damage to, or removal of, the ligamen- 
tum teres, maintenance of reduction, or the type of 
operation. ELVEN J. BERKHEISER, M.D. 


Colonna, P. C.: Congenital Dislocation of the Hip 
in Older Subjects, Based on a Study of Sixty- 
Six Open Operations. J. Bone & Joint Surg., 
1932, Xiv, 277. 


The author reports the results of sixty-six open 
operations for congenital dislocation of the hip in 
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fifty-six patients. Forty-seven of the patients were 
over five years of age. Obstacles to reduction were 
maldevelopment of the acetabulum, contraction of 
the capsule, and shortened pelvitrochanteric mus- 
cles. In six cases osteotomy was done to correct the 
anterior torsion. In seven hips the head of the femur 
was replaced in the original acetabulum; in thirty- 
one, it was placed in a reamed-out acetabulum; in 
eight, an osteoplastic buttress was formed; and in 
five, some combination of reaming out of the 
acetabulum and the formation of an osteoplastic 
buttress was employed. In four hips, anterior 
transposition was performed; in eight, a Lorenz 
bifurcation was done; and in four, the head of the 
femur with the capsule over it was transplanted 
into a reamed-out acetabulum. 

The reaming operation gave stability, but very 
little motion. The osteoplastic buttress usually 
prevented further upward riding, but corrected the 
characteristic gait only partially when the posterior 
position was not overcome. The bifurcation opera- 
tion gave good results and is recommended espe- 
cially for painful bilateral congenital dislocation of 
the hip in adults. Colonna is encouraged to continue 
the reaming operation with preservation of the 
synovial covering of the femoral head by suturing the 
capsule over it. Of the four hips subjected to this 
procedure, three showed useful motion when they 
were re-examined a little over a year aiter the 
operation. WALTER P. Biount, M.D. 
Magnus: Fractures of the Femur 


brueche). 56 Tag. 
1932. 


(Oberschenkel 
d. deutsch. Ges. f. Chir., Berlin, 


In the period from 1925 to 1929, 440 cases of re 
cent fracture of the femur were admitted for treat 
ment in Bergmannsheil, 46 cases of old fracture were 
admitted for after-treatment, 125 cases were referred 
for advice, and 272 cases were admitted for examina 
tion on account of litigation. The total number of 
cases was therefore 883. 

In 19 per cent of the total number of cases the part 
involved was the head and neck of the femur; in 6.6 
per cent the condyles; and in 74.4 per cent the shaft. 
In 43.2 per cent the fractures were complicated. 

Inthe 440 cases treated primarily at Bergmannsheil 
there were 4409 fractures. Of the latter, 229 involved 
the shaft, 110 the hip-joint portion of the bone, and 
31 the condyles. Forty-six (10.2 per cent) were com- 
plicated. Of 7 deaths, 2 occurred from haemorrhage 
immediately after the patient’s admission to the 
hospital and 5 from emboli between the second and 
seventeenth days after his admission. 

Magnus’ method of treatment is the same as that 
of von Brunn, namely, wire extension applied to the 
head of the tibia. The hip and knee joints are main 
tained in a semi-flexed position, and no splinting of 
any kind is employed. The knee is supported from 
beneath by a cushion, and the foot is suspended to 
the extension cord. Boehler’s claim that wire exten- 
sion increases the frequency of flail knee has not been 
substantiated by Magnus’ experience. In no case 
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has a supporting apparatus been necessary. In re- 
fractory supracondylar fractures another wire is 
placed through the lower fragment of the femur to 
exert a pull forward. The wire for the extension may 
be placed next to the point of fracture without fear 
of complications from the hematoma. Wire exten- 
sion is employed even in the cases of children, but in 
the latter, in order to prevent injury to the epiphyseal 
line, the wire is placed through the tibial diaphysis. 
This is done also in the cases of adults when there are 
raw areas about the knee joint. Adhesive plaster ex- 
tension is no longer employed. Krupp rustless wire 
1.5 mm. thick is used and is driven through the bone 
with an electric motor. The extension stirrup used is 
that of Beck. The longest time during which the 
wire is left i situ is eight months. In 3 cases an in- 
consequential superficial infection developed, and in 
the case of an idiot there was osteomyelitis of the 
head of the tibia with empyema of the knee joint. 
Open operation was performed in only 4 cases. In 
2 of these there was interposition of muscular tissue. 
The interposition was corrected with the help of the 
instrumentarium described by Magnus. In no in- 
stance was a plaster dressing applied at the begin- 
ning of treatment, and only occasionally was it ap- 
plied later. 

In 73.5 per cent of the cases healing occurred 
without shortening of the limb. In only 15.1 per 
cent was there shortening of more than 1.5 cm., 
and in only 3 (0.7 per cent) was it more than 5 cm. 
Lengthening of the limb was observed in 9.7 per 
cent of the cases, but in only 1.2 per cent was it 
more than 1.5 cm. A difference of not more than 
1.5 cm. is of no practical importance. 

In the study of the functional results special 
attention was paid to the mobility of the joint. In 
cases of high fracture the abduction of the hip 
joint averaged 36 degrees (in the cases treated else- 
where, 27 degrees) as compared with a normal 
abduction of 55 degrees. Average flexion was to 51 
degrees (in cases treated elsewhere, to 63 degrees) as 
compared with a normal flexion to 30 degrees. In 
the knee joint the average flexion was to 62 degrees (in 
cases treated elsewhere, to 81 degrees, and in patients 
operated upon, to 105 degrees) as compared with a 
normal flexion to 35 degrees. In cases of supra- 
condylar fracture the knee could be flexed to g1 
degrees, and in cases operated upon to 115 degrees. 

In the cases of medial fracture of the neck of the 
femur the average period of disability was one 
hundred and forty-two days (in cases treated else- 
where, two hundred and seventy-four days). The 
immediate compensation averaged 56 per cent (in 
cases treated elsewhere, 53 per cent) and after three 
years was decreased to 36 per cent (in cases treated 
elsewhere, 48 per cent). In cases of lateral fracture 
of the neck the period of disability averaged one 
hundred and forty-seven days (in cases treated 
elsewhere, one hundred and ninety-five days), the 
compensation averaged at first 42 per cent (in cases 
treated elsewhere, 53 per cent) and after three 
years was decreased to 34 per cent. In all fractures 
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involving the hip-joint region the average disabilit, 
was one hundred and thirty-nine days, while in the 
cases subjected to operation elsewhere it was two 
hundred and thirty-nine days. The difference in the 
amount of compensation paid was similar, the 
percentages being 39 and 60 per cent at first and 
20 and 50 per cent after three years. In fractures 
of the shaft of the femur, including those treate:i 
elsewhere, the average period of disability range! 
from four to six months and the compensation 
after three years averaged 14 per cent. In the cases 
operated upon elsewhere the period of healing 
averaged three months longer, the initial compens 
tion averaged 53 per cent as compared with 38 pir 
cent in the cases treated at Bergmannsheil, ai! 
the compensation after three years averaged ;; 
per cent as compared with 14 per cent in the cass 
treated at Bergmannsheil. In the cases of suprs 
condylar and condylar fractures operative trea! 
ment increased the period of disability from one 
hundred and four to two hundred and fifty-six days 
and the compensation in like proportion. Therefore 
in these fractures the results of open operation are 
less satisfactory than those of treatment by wire 
extension. 

In the discussion of this report, KRABBEL (Aachen) 
presented the following table compiled from the 
reports of mutual benefit associations to show the 
conditions and incidence of cure of fractures of the 
neck of the femur: 

Age (years) Ti 
IO-1Q 20-29 30-39 40-49 50-50 60-69 70-90 
rrr ere 16 7 10 26 65 107 74 
Treated at home 4 4 29 59 ©648 
Not treated by 

physicians.... 0 ° 
Plaster cast 
Average period of 

treatment 


oS Pere 3.0 
Operative treat- 


5 ° 
(1 nail) 


Of the 305 patients, 8 (2.6 per cent) died. Three 
died from pulmonary complications in the age perio 
from seventy to ninety years, 1 died from throm 
bosis, and 4 died from an unknown cause. The 
fractures were most common between the ages o! 
sixty and sixty-nine years. About half of the 
patients were treated in their homes. Most of the 
others were treated in small country hospitals and 
only a few in institutions devoted to clinical surger\ 
Seventeen were treated by ‘“bonesetters’’ in 
country districts. Only 8 (5.6 per cent) were treatc:! 
with a plaster cast. It is evident that in the majo: 
ity of the cases the period of treatment was far tov 
brief. The period of fixation should average thre: 
months and should be followed by an equally lony 
period of ambulatory care. All of the patients w! 
were treated surgically developed stiffness of tl: 
hip joint. The shortening ranged from 3.3 to | 
cm. The position of the limb was satisfactory | 
only a small percentage of the cases. Even in t! 
cases of patients between ten and nineteen years « 
age it was satisfactory in only 43 per cent. Externi! 
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rotation was not sufficiently corrected. In the 
young, free mobility was retained in only half of 
the cases, and in the aged, in not more than 13 
per cent. 

[he compensation was as follows: 


Compen- 
‘ Age (years) 
20-20 39-39 40-49 
yne 4 30 10 as 
20 ea 20 10 
Te) 3: 40 3° 32 
00 § 20 4° 
So os 15 10 8 
100 ae x 10 4 


60-69 70-90 


a 


te 


nf 
sn CONH 


In conclusion Krabbel said that it would be of 
value to mutual benefit associations and industry if 
the Whitman method of treatment with a plaster 

cast were brought more insistently to the attention 

of general practitioners. STETTINER (Z) 


Cubbins, W. R., Conley, A. H., Callahan, J. J., 
and Scuderi, C. S.: A New Method of Operating 
for the Repair of Ruptured Crucial Ligaments 
of the Knee Joint. Swurg., Gynec. & Obst., 1932, 
liv, 299. 

The work of various British and American sur- 
geons in the repair of ruptured crucial ligaments 
is reviewed. Ina series of about 2co severely injured 
knee joints the authors were unable to demonstrate 
a rupture of the tibial and collateral fibular liga- 
ments. They endorse Gallie’s method of repairing 
the posterior crucial ligament, but believe that an 
operation which will reconstruct both ligaments 
at one time is preferable. 

In the procedure described by the authors a pos- 
terolateral incision about 12 in. long is made from 
above the middle of the thigh down to a point about 
1 in. below the head of the fibula. Through this in- 
cision new ligaments are constructed from the ten- 
dons and aponeurosis of the biceps and a strip of 
fascia from the vastus lateralis. The new ligaments 
are made about to in. long and are slightly twisted. 
They are left attached at their distal ends. The knee 
joint is opened through a linear incision medial to 
the patella and a 34-in. drill opening is made through 
the medial condyle at its anterior upper portion 
above the cartilaginous line, extending back and 
downward to the upper portion of the intercondylar 
notch at the normal anterior insertion of the pos- 
terior crucial. A second drill hole is made in the 
medial surface of the medial tuberosity of the tibia 
so that it emerges just in front of the anterior 
spine, and then, through a lateral incision, a third 
drill hole is made into the posterior portion of 
the lateral condyle, extending into the intercondylar 
notch of the knee joint. ‘The newly constructed 
crucial ligaments are passed through these holes in 
such a way that they correspond to the normal 
position of the ligaments, and the loose ends are 
sutured to the periosteum overlying the adjacent 
bony structures. The wounds are closed, but a 
completely water-tight closure is avoided. Fixa- 
tion in plaster for about four weeks is followed by 


passive and active motion at the end of six weeks. 
Walking is permitted at the end of fourteen weeks. 

In the cases in which this procedure has been 
used excellent results have been obtained. 


ARTHUR H. WEILAND, M.D. 


Lapidus, P. W.: Longitudinal Fractures of the 
Patella. J. Bone & Joint Surg., 1932, Xiv, 351. 


Longitudinal fractures of the patella usually 
occur at the junction of the outer quarter of the 
patella with the main portion. The mechanism of 
their production is direct or indirect violence pro- 
duced by the action of the vastus lateralis as the 
patella rides laterally over the external condyle of 
the femur in flexion of the knee. 

The diagnosis depends upon a history of trauma, 
an intra-articular effusion (haemarthrosis), limita 
tion of motion, a localized linear tenderness over 
the lateral border of the patella, and the findings 
in the roentgenogram. A fracture of this type is not 
revealed by ordinary anteroposterior and lateral 
roentgenograms. Its demonstration requires a 
special technique in which a_ postero-anterior 
oblique view is obtained with the knee acutely 
flexed and rotated externally 15 degrees while the 
patient lies on his abdomen with the film under the 
patella. Congenital anomalies should be ruled out 
by taking roentgenograms of both patelli. 

Treatment by repeated aspirations shortens the 
disability. Immobilization for from three to five 
days should be followed by strapping of the knee 
and moderate use of the joint in walking. Operative 
measures are contra-indicated. 

J. Evven Berkuerser, M.D. 


Basset, A.: Temporary Removal and Replacement 
of the External Malleolus in the Operative 
Treatment of Malunion at the Ankle (L’abla- 
tion temporaire et la reposition de la malléole 
péroniére dans le traitement opératoire de certains 
cas vicieux du cou-de-pied). J. de chir., 1032 
Xxxix, 487. 


The condition for which the described operation 
is done is Pott’s fracture with the common deform 
ity, external posterior displacement of the lateral 
malleolar fragment and slight mesial rotation of 
the astragalus. 

Through an incision over the outer side of the 
ankle the external malleolus is completely removed. 
Excess of callus and other tissue preventing good 
reduction are also removed and the astragalus is 
forced into the normal position. When the external 
malleolus is replaced it is fastened with screws 
against the freshened surface of the tibia. It adheres 
to the latter like a graft, thereby forming a bimalle 
olar tibia. This close approximation of the graft holds 
the astragalus in normal relationship to the tibia. 
A bridge of callus unites the upper end of the 
malleolar graft to the lower end of the fibula. If 
the fracture deformity is of long standing and firmly 
consolidated, osteotomy of the fibula just above 
the fracture line is done, but if the callus is still 
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soft the fragment may be dislodged by leverage 
with a chisel. If the internal malleolus is markedly 
displaced a medial incision is necessary to replace 
it before the astragalus can be completely reduced. 

Before the external malleolar fragment is replaced 
its internal surface is freshened to correspond to the 
freshened surface of the tibia. If the fragment is 
very short, it must be placed a little higher than 
normal in order that the screws may penetrate the 
tibia well above the articular surface. One long 
slender metal screw is sufficient. 

The wounds are closed without drainage and a 
temporary splint is applied. If the roentgenogram 
shows satisfactory reduction a cast is applied for 
two months. 

The author reports three cases. The first was 
that of a woman fifty-nine years of age who was 
operated upon forty-one days after fracture of 
both malleoli with displacement. Closed reduction 
had been tried without success the day after the 
injury. Incisions over both malleoli were necessary. 
A roentgenogram made thirteen days after the 
operation showed the astragalus in good position 
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and the intermalleolar mortise nicely reconstructed 
When re-examined two years later, the ankle show: 
thickening due mostly to oedema. Slight valgus o/ 
the foot persisted, but the patient walked we! 
without a limp. 

The second case was that of a woman forty-ni: 
years of age who had a long oblique fracture of 1 
external malleolus with external separation, wide 
ing of the mortise, and a marked valgus deformit 
Operation was performed about three months aft 
the injury. A year later the ankle was of practica!| 
the same size as the other one and the patient walk: 
well. 

The third case was that of a woman fifty 
years old who had fractures of both malleoli wi 
typical valgus position. Operation was perform: 
a month after the injury. It was necessary to fast 
both of the malleoli with screws. Six months i: 


lowing the operation there was no valgus deformi! 
dorsal flexion was possible to 90 degrees, plant 
flexion was normal, and the patient was able to wa 
without a limp. 


WitiiaAm ARTHUR CLARK, M.1) 
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BLOOD VESSELS 


Pearse, H. E., Jr.. and Morton, J. J.: The Blood 
Pressure in the Arteries of the Extremities in 
Normal Subjects and in Patients with Periph- 
eral Vascular Disease. Am. J. M. Sc., 1932, 
clxxxiii, 485. 

A\ change in posture of the lower extremities ma- 
terially alters the blood pressure in the arteries of 
the limbs. It influences also the strength of the pul- 
sation of the vessels. When the leg is in the depen- 
dent position, the systolic and diastolic pressures 
increase and the pulsation is maximal. Elevation of 
the limb has the opposite effect. This fact explains 
the phenomena observed with a change in the posi- 
tion of a limb afflicted with severe arterial disease. 
Elevation of such a limb results in blanching, pallor, 
and even a cadaveric appearance. The ischama is 
produced at a different angle in different individuals, 
depending upon the amount of arterial involvement. 
Lowering of the diseased limb with a consequent 
increase in the blood pressure and the strength of the 
pulse allows more blood to be forced through the 
narrowed channels. 

In the management of patients with peripheral 
vascular disease, this effect of position upon the 
circulation must be considered. If the circulation is 
incompetent, the limb should be elevated only during 
brief periods for the purpose of exercise. Slight 
lowering of the leg to increase the intravascular 
pressure would appear to be beneficial, but this 
should never be done to the extent of causing rubor 
or cyanosis as under such circumstances oedema may 
result. 

In the treatment of peripheral vascular lesions it 
is essential to know the condition of the main 
arteries as well as that of the arteriolar and sub- 
papillary branches. The vasoconstrictor influence 
upon the latter structures is demonstrated by a 
response of the skin temperature to known agents. 
The state of the main arteries can be determined 
only by estimating the perceptible pulse or by 
oscillometry. SAMUEL Kaun, M.D. 


Brown, G. E.: Erythromelalgia and Other Disturb- 
ances of the Extremities Accompanied by 
Vasodilatation and Burning. Am. J. M. Sc., 
1932, Clxxxiil, 468. 

E:rythromelalgia, first described by Mitchell, is a 
vasomotor disturbance of unknown cause. Statistics 
at the Mayo Clinic indicate that it is found in 
approximately 1 of every 200 cases of peripheral 
vascular disease and in 1 of every 40,000 patients 
registered at the clinic each year. 

lour criteria essential to the diagnosis are: (1) 
bilateral burning pain in the extremities, (2) a sharp 


increase of local heat in the affected parts, (3) pro- 
duction and aggravation of the distress by heat and 
exercise, and (4) relief from rest, cold, and elevation. 

During the attacks the temperature of the 
affected parts rises to or exceeds 33 or 34 degrees C. 
and pain usually begins when this temperature is 
reached. An increase in arterial pulsation and the 
rate of loss of heat constitute further evidence of the 
marked dilatation of arteries. 

It is important to differentiate the condition from 
other diseases in which there is burning pain in the 
hands and feet, such as polycythemia vera with 
burning disturbances in the acral portions. Vaso- 
dilatation is present also in certain cases of periph- 
eral neuritis, especially those due to heavy metals 
such as thallium, mercury, and arsenic. Cases of 
gout are at times confusing. Difficulty in the differ- 
ential diagnosis is encountered especially in the 
cases of older subjects with evidence of peripheral 
and general arteriosclerosis whose chief complaint is 
burning of the extremities. 

The perception of pain in relation to surface tem- 
perature is of interest. Sensitivity of the patient 
must play a part, and intermittency of the periods 
of vasodilatation is important. 

Since excess volume of the tlow of blood is the 
basis of the symptoms, gangrene and trophic changes 
should not ensue. 

The treatment of erythromelalgia is still unsatis- 
factory, but two of the cases observed by Brown 
responded well to the local application of radium. 


BLOOD; TRANSFUSION 


Ruedel: Do the Usual Procedures Protect Against 
the Dangers of Blood Transfusion? (Schuetzen 
die gebraeuchlichen Hilfsmittel vor den Gefahren 
der Bluttransfusion?) Zentralbl. f. Chir., 1932, p. 60. 

In the ninety-five blood transfusions performed 
during the last six years in the Wuerzburg Clinic, 
reactions occurred twenty-four times. Eight were 
mild complications with chills, sweating, and fever; 
eight were moderately severe, with lumbar pain, 
vomiting, and exanthem; and eight were severe, 
with icterus, dyspnoea, cyanosis, haemoglobinuria, 
and pulmonary oedema. Four of the latter resulted 
in death. 

The reactions occurred chiefly after transfusion 
for blood diseases (fifteen cases). They were asso- 
ciated most frequently with blood of Group 2 
(nineteen cases) and 4 (eight cases). It is assumed 
that in these groups there are subgroups, the exact 
determination or exclusion of which is difficult by 
the usual blood-grouping methods or biological 
tests. It is recommended that in addition to blood 
typing and biological tests, crossed agglutination be 
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done. It seems rather doubtful whether patients 
belonging to Group 4 can be considered universal 
recipients. 

In the discussion of this report, Traum called 
attention to the fact that, particularly in Receptor A, 
extra-agglutinins and subgroups are present which 
doubtless are responsible for many inexplainable 
reactions following blood transfusion. To prevent 
reactions he recommended the use of the reagent 
glass method of blood typing, by which it is possible 
to determine the characteristics of the corpuscles as 
well as those of the serum. He considers the exclu- 
sive use of the slide method to be inadequate. 

GusTAv ROSENBERG (Z). 


Hallberg, K.: Immunotransfusion in the Treat- 
ment of Severe Septic General Infections 
(Immunotransfusion als Behandlung bei schweren 
septischen Allgemeininfektionen). Acta chirurg. 
Scand., 1932, Ixix, 314. 

The author reports four cases of severe septic 
general infections which were treated with good re- 
sults by immunotransfusion at the surgical clinic of 
Upsala. 
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In 1919 Wright suggested combining the simple 
blood transfusion, which during the Great War 
proved useless in the treatment of sepsis, with pre 
liminary vaccination of the donor. At the same time 
he published his first favorable experience with this 
procedure. A review of the literature shows that the 
method has not received as wide adoption as its re 
sults seem to warrant. 

All of the author’s patients recovered. Hallberg 
attributes their recovery chiefly to the immunotrans 
fusion which apparently was able to arrest the septic 
condition. Two of the patients had received an ordi- 
nary blood transfusion previously without beneiit. 
In spite of the results in his cases, the author warns 
against overrating the method. 

Donor and recipient should preferably belong to 
the same blood group. In Hallberg’s cases the pre- 
liminary treatment of the donor consisted of subcu 
taneous injections of an autogenous vaccine of the 
patient obtained by cultures from the blood or some 
metastatic focus. The donor reported no discomfort. 

The author states that in urgent cases a stock vac 
cine may be used if an autogenous vaccine is not 
available. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lapointe, Duchon, Darfeuille, and Jonard: Post- 
operative Bronchopulmonary Infections and 
Their Prevention by Lysate Vaccines (Les infec- 
tions bronchopulmonaires postopératoires et leur 
prévention par les lysats-vaccins). Presse méd., 
Par., 1932, xl, 233. 


The pathogenesis of postoperative bronchopul- 
monary infections is often difficult to determine. 
Seasonal variations and the type of anxsthesia used 
for the operation seem to be of secondary importance 
as the process is complex, including mechanical 
difficulties with the diaphragm, nervous disturb- 
ances, especially disturbances in the vagosympa- 
thetic system, and other factors such as the release 
of proteins from the contused tissues as in shock. 
Like bacterial proteins, the proteins released from 
the injured tissues may cause the formation of anti- 
bodies and in this way protect against latent infec- 
tions. 

Whatever their pathogenesis, the cause of pul- 
monary complications is infection. According to 
some, the infection is due to bacterial emboli carried 
to the lung from the operative field. The authors 
believe that the lung becomes involved by infection 
descending through the bronchi. They reject the 
embolic theory for the following reasons: 

1. It is difficult to understand how organisms from 
an operation on the stomach can traverse the liver 
without leaving any trace or why organisms which 
usually travel by way of the lymphatics should take 
a venous route. 

2. Anatomical examination of the lungs does not 
reveal the multiple lesions of embolic bacteria. 

3. Bacteriological examination of the sputum 
always shows the organisms of seasonal pulmonary 
infections. 

For two and a half years the authors have experi- 
mented with preventive vaccines, giving daily doses 
for eight days before operation. As the immunity 
conferred by such vaccination is transitory, the 
operation must be performed within forty-eight 
hours after the last dose of vaccine is given. 

The authors have used lysate vaccine therapy in 
140 cases. In 21 cases in which a gastrectomy was 
done for ulcer there were 2 deaths, 1 from duodenal 
leakage one month after the operation and 1 that of 
a patient seventy-one years old. Two deaths 
occurred also in 42 cases in which a gastro-enteros- 
tomy was done, and 1 of these also was the death of 
a patient over seventy years of age. The operations 
in the other cases were cholecystectomies, hysterec- 
tomies, and intestinal operations. 

KeELLocG SPEED, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Dalling, T., McEwen, A. D., Robertson, M., Wil- 
liams, B. W., and Others: Discussion on Bacil- 
lus Welchii Infections in Animals and in Man. 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 807. 


Datiinc: The réle played by the bacillus welchii 
in the diseases of domestic animals has always been 
open to doubt. In cattle, blackleg, the chief cause of 
which is the bacillus chauvaei, and in sheep, braxy, 
which is associated with the vibrion septique, have 
been investigated in numerous studies. Some work- 
ers have reported the isolation of the bacillus welchii 
from the various lesions. Occasionally the bacillus 
welchii has been isolated also from material derived 
from cases of blackquarter. Primary infection of 
cattle with the bacillus welchii, if it occurs, appears 
to be of little importance. 

The bacillus welchii may be present normally in 
the intestine of any animal, but true bacillus welchii 
infection from the alimentary tract seems to occur 
only when the intestine is diseased. It seems reason- 
able to believe that if the bacillus welchii is present 
in a diseased intestine in which conditions are suit- 
able for the elaboration of its toxin, a true bacillus 
welchii toxemia may result. 

Though the typical bacillus welchii may be iso- 
lated from sheep under normal and _ pathological 
conditions, it is probable that the organism re- 
sembling the bacillus welchii which causes specific 
diseases in sheep varies somewhat from the typical 
bacillus welchii. 

McEwen: With the exception of diseases of ali- 
mentary origin such as lamb dysentery and ‘‘struck,”’ 
domestic animals are rarely subject to infection by 
bacteria of the bacillus welchii type. Claims that 
the bacillus welchii caused gas gangrene in a domes- 
tic animal can be accepted only when the evidence 
rules out postmortem invasion and bacteriological 
data are sufficient to permit recognition of the bac- 
terial species. There are few recorded cases meeting 
these requirements. 

ROBERTSON: The bacillus welchii organisms are 
distributed extremely widely and vary widely in their 
toxicity and infecting power. Their pathogenicity 
may be slight or so great that death may occur in 
eight hours from a fulminating gangrene set up in a 
wound which, in itself, is neither extensive nor seri- 
ous. 

The chief diseases produced by the bacillus welchii 
in man are gas gangrene with its variations and com 
plications, acute intestinal conditions, and puerperal 
sepsis. 

The bacillus welchii group of organisms is com- 
posed of at least the following two large subgroups: 
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1. Welch bacilli mostly of human origin, which 
differ among themselves in serological type as to their 
Q-antigen, but produce one bacillus-welchii toxin. 

2. Lamb-dysentery bacilli derived from sheep 
which also show variations in the O-antigen. While 
bound together within itself, this subgroup is divided 
from the first subgroup by the more comprehensive, 
though related, character of its toxin. 

The bacillus paludis either forms a third subgroup 
or belongs to the second. 

WicurAms: Bacillus welchii is responsible for an 
important part of the toxemia associated with acute 
intestinal obstruction and ileus. In these conditions 
it proliferates in the stagnant contents of the intes- 
tine and the absorption of the toxin gives rise to 
symptoms without material bacterial invasion of 
the tissues. 

In man, bacillus welchii contamination nearly 
always results from the infection of a wound, acci- 
dental or operative, with material containing the 
organism or its spores. On account of the wide dis- 
tribution of the organism in dust, soil, milk, and 
faeces, the contamination may occur under a great 
variety of circumstances. 

The cases may be divided into four large groups: 
(1) those in which the contamination is the result of 
accident or injury, (2) those in which the infection 
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results from the contamination of a wound with in 
testinal contents, (3) cases of puerperal infection, 
which usually occurs after obstetrical interference 
following death of the child, and (4) cases in which 
the infection develops as a terminal condition in a 
patient dying from some other disease. 

Wricut: In man, gas gangrene may occur in the 
most mysterious manner. It may develop in a con 
tused limb without any break in the skin. It may 
appear also after certain operations such as amputa- 
tions, simple cholecystectomy, appendicectomy, and 
tonsillectomy. Possible explanations of the method 
of infection in postoperative gangrene are: (1) that 
the organism entered the tissues from a neighboring 
viscus, such as the appendix, gall bladder, or colon, 
which was opened during the operation; (2) that it 
was introduced from the skin or by instruments or 
catgut; and (3) that it was dormant in the tissues 
and activated by operative or other trauma. 

NEAME: Bacillus welchii infection of the human 
eye is rare and usually due to trauma. 

IvENS-KNOWLES: Gas gangrene of the pregnant 
uterus is often associated with a dead fetus. It occa- 
sionally occurs after criminal abortion. Under such 
circumstances it is attributed to the introduction of 
particles of faces on the instruments employed. 

SAMUEL Kaun, M.|) 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Delherm, Thoyer-Rozat, Codet, and Fischold: 
Kymography (La kymographie). Presse méd., 
Par., 2632, xi, $15. 

Heretofore it has been possible to register only a 
single phase of the movement of organs roent- 
genologically, but Stumpf has now devised a 
kymograph by means of which the movements of 
all organs, and particularly those of the heart and 
large blood vessels, can be registered on a single 
film. Use is made of a lead grating which allows 
the irradiation to pass only through a series of 
openings o.5 mm. broad and separated from each 
other by a space of 11.5 mm. This constitutes a 
diaphragm placed between the subject and the film. 
By moving the grating or the film to the extent of 
the interval between two openings the movements of 
the organ are registered on the plate. The plates 
are examined by means of a kymoscope which gives 
the illusion of movement. 

The kymograph makes it possible to register 
systole and diastole on the same plate, to localize 
the apex of the heart exactly, to differentiate 
between the left auricle, the pulmonary artery, and 
the aorta, and to make a differential diagnosis 
between mediastinal opacities. 

The authors describe the appearance of the 
normal heart and the findings in various patho- 
logical lesions. They state that the method has not 
yet been thoroughly tested and its use will require 
further collaboration between cardiologists and 
roentgenologists. Auprey Goss Morcan, M.D. 


Cignolini, P.: Methods of Cardiac Kymography; 
Roentgen Cardiac Myography (Metodi e méte 
della chimografia cardiaca; roentgenmiografia car- 
diaca). Radiol. med., 1932, XiX, 401. 

The author presents a method of simultaneously 
recording the contractions of numerous points on the 
cardiac outline on a moving film. The procedure 
consists in applying over the cardiac shadow a lead 
plate in which longitudinal apertures are so placed 
that they will record the motion of a point on the 
right auricle, the right border of the great vessels, 
the base of the left ventricle (including at times the 
left auricular appendage), and a point on the apex. 
There is also a space for recording fifths of a second. 

By this method Cignolini obtains films which en- 
able him to study the time relationship and ampli- 
tude of the contractions of the different parts of the 
heart chambers. He presents two films illustrating 
different types of heart block. He believes that the 
method described constitutes an important adjunct 
for the scientific and clinical study of cardiovascular 
disturbances. Prrer A. Rost, M.D. 


Reisner, A.: Grenz-Ray Therapy. Rudology, 1032, 
XV111, 733- 

The author discusses the quality and quantity of 
the irradiation used in Grenz-ray therapy and the 
action and field of application of such irradiation. 
He states that good results have been obtained 
from this treatment in eczema and neurodermatoses, 
psoriasis, dilatation of superficial blood vessels, 
inflammations of the cornea, and certain tubercu- 
lous skin lesions. In carcinomatous skin lesions 
Grenz-ray therapy is contra-indicated. Attention is 
called to contradictory results obtained with this 
method by different workers in general and local 
conditions. 

On the basis of the literature and his own experi- 
ence with X-rays of a long wave length, Reisner 
draws the following conclusions: 

1. The basis of successful Grenz-ray therapy is 
exact dosage. 

2. For the treatment of superficial skin diseases 
Grenz-ray therapy constitutes a valuable addition 
to our armamentarium. 

3. While the therapeutic effect is usually approx 
imately the same as that of ordinary roentgen rays, 
it sometimes seems slightly superior. 

4. The advantage of Grenz-ray therapy is due 
to the fact that the deeper layers of tissues are well 
protected and the therapeutic dose can apparently 
be administered without danger of immediate or 
delayed injury. 

5. The value of general body exposures to the 
Grenz rays in the treatment of local disease is 
debatable. 

6. Final judgment as to the effect of the Grenz 
rays on internal disease will require further investi 
gations in a large number of cases. 

7. Injuries following Grenz-ray therapy can 
apparently be avoided if very soft rays are used and 
if the dose administered is the smallest required for 
the therapeutic result. Apoten Hartunc, M.D. 


Glasser, O.: The Physical Foundation of Grenz- 
Ray Therapy. Radiology, 1932, xviii, 713. 

Grenz rays are very soft roentgen rays with a 
wave length of from rt to 3 Angstrém units. They 
are produced at from 6 to to kv. in special tubes 
which usually have windows of Lindemann glass. 
The author describes the various types of tubes and 
apparatus. A tube and transformer are now being 
manufactured in the United States. 

Because of their long wave length, Grenz rays 
are absorbed to a considerable degree in the glass 
windows of the tube and in the air. Therefore their 
quality and quantity are determined best by direct 
measurement at their site of application. For this 
measurement, Glasser employs the absorption of 
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the rays expressed either in half-value layers of 
aluminum or in r units per minute as determined by 
a small ionization chamber of gold-beater’s skin. 
The data should always be accompanied by a record 
of the kilovoltage, milliamperage, type of tube, 
target material, and the focal skin distance. 

The absorption of Grenz rays in aluminum foil 
0.125 mm. thick has been determined for different 
conditions. The half-value layers were found to be 
between 0.04 and 0.01 mm. of aluminum. By means 
of charts worked out by the author, the half-value 
layers of aluminum may be translated into half- 
value layers of air, water, muscle. and various parts 
of the skin. The r units per minute were found to 
vary between 400 and o.5. The threshold erythema 
dose is about 250 r units. 

Cuar_es H. Heacock, M.D. 


Dorne, M., and White, C.: The Treatment of 
Superficial Fungus Infections with the Long 
Wave Length Roentgen Rays (Grenz Rays): 
Further Observations. Radiology, 1932, xviii, 727. 


A review of the rapidly accumulating literature on 
Grenz-ray therapy failed to reveal any concerted 
effort to use this treatment in superficial fungus 
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infections even though such infections are localized 
primarily in the epidermis and most of the irradia 
tion of Grenz rays is absorbed by the epidermis and 
the upper layers of the dermis. Believing that if the 
Grenz rays offer any possibilities in dermatology, 
fungus infections would reveal them, the authors 
undertook a thorough trial of Grenz-ray therapy in 
such infections. 

For practical purposes the fungi were classified 
into two groups, namely, hyphomycetes and yeast 
like fungi. The treatment used by the authors is 
described in detail. It consisted essentially in the 
administration of a fraction of an erythema dose it 
weekly intervals. 

The authors have previously reported thirty 
cases treated in this way. In this article they report 
twenty-two more. The patients’ age and sex, the 
areas of involvement, the clinical diagnosis, the 
mycological findings, the treatment, and the clinical 
results are recorded in tables. 

It was found that infections due to yeast-like 
fungi responded to the treatment quite uniformly, 
whereas infections of hyphomycetic origin showed 
very little, if any, improvement. 

Apo.pH Hartunec, M.D 





MISCELLANEOUS 


CLINICAL ENTITIES-—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Maddox, K.: 
1932, 1, 487. 


Renal Dwarfism. Med. J. Australia, 


Renal drawfism, which is called also ‘‘renal 
infantilism,” “renal rickets,” “renal nanism,”’ and 
“renal pseudorickets,” is a condition of children 
characterized by retardation of development which 
is often associated with bone deformities of the late 
rickets type and with symptoms of a urwmic nature 
due to a severe chronic renal insufficiency that is 
frequently of congenital origin. 

The average age of onset is seven years. The 
first appearance of genu valgum is commonly be- 
tween the ages of twelve and fourteen years. Of 
seventy-two patients whose cases are reviewed by 
the author, thirty-nine were males. 

Polydipsia, which was present in forty of the 
seventy-two cases reviewed is especially marked 
before the third year of age. Polyuria increases 
progressively. Development is retarded. The epi- 
physeal growth is slow, and the height of the body 
is reduced by the severe genu valgum. A slow- 
ing up of the process of bone deposition occurs as 
if the body were adapting its bulk to the dimin- 
ished renal reserve. Intelligence is very fair. The 


expression is often surprisingly mature. 


Pain in the knees was present in 5 per cent of 
the cases reviewed. It is probably caused by the 
abnormal ligamentous strain. 

Symptoms of uremia, such as anorexia, constipa- 
tion, vomiting, and convulsions, usually occur. With 
the exception of dyspnoea and oliguria, they may be 
present for many years before death. 

After the age of puberty, infantilism in some 
degree, but never complete, is usually apparent. 

In all cases of azotwmic nephritis, pallor or dry- 
ness and wrinkling of the skin with absence of sweat- 
ing are common. 

Patchy and blotchy pigmentation, most evident 
on the face, was noted in seventeen of the cases 
reviewed. 

Cardiovascular hypertrophy is a variable finding 
and seems to lag behind the other features of the 
syndrome. Changes occurring in the fundus of 
the eye are typical of renal retinitis in the adult. 

The bone deformities include genu valgum; en- 
largement of the epiphyses, which is most evident 
in the wrists and ankles; changes in the skull (the 
fontanelles may remain open); changes in the 
thorax similar to those occurring. in nutritional 
rickets; and, in very advanced cases, malacia of 
the long bones. 

The urine shows all of the features of a chronic 
nephritis. 


The urea, total non-protein nitrogen, uric acid, 
and creatinin contents of the blood rise progressively 
as death approaches. Chlorides are retained. 
Lipemia may occur and may be extreme. Marked 
acidosis is a constant finding. The phosphorus 
content of the blood is increased. 

On account of the insidious onset of the condition 
an early diagnosis is difficult. Renal dwarfism must 
be distinguished from diabetes insipidus, juvenile 
diabetes mellitus, hereditary ectodermal dysplasia, 
and Addison’s disease. Other causes of dwarfism are 
cretinism, achondroplasia. congenital heart disease, 
pancreatic disease, covliac disease, osteogenesis im- 
perfecta, and ateliosis. 

The more carefully the history is studied the more 
evident it becomes that during infancy the patient 
suffered from some form of toxemia capable of 
exerting an inhibiting effect on his mental and 
physical development. 

The course of the condition is determined by the 
rate of advancement of the underlying nephritis 
and the degree to which compensation occurs. 
The strain of puberty is often manifested by a 
rapid increase in the bone changes. Death occurs 
with the greatest frequency in the second decade. 

The general treatment indicated is the same as 
that for nephritis of any other type. 

SAMUEL Kaun, M.D. 


Snell, A. M.: Chronic Steatorrhoea with Tetany: 
A Report of Two Cases. Jed. Clin. North Am., 
1932, XV, 1593. 


The cases reported by the author were treated 
with a high calcium intake and parathormone. In 
one case viosterol was given in addition. The 
variations in the blood calcium and phosphorus in 
the latter case are shown in a table. The serum 
calcium was gradually increased and the patient 
made a good recovery. The other patient failed to 
respond to the treatment. 

In conclusion the author states that the syndrome 
of steatorrhoea and tetany is apparently dependent 
on deficient absorption of fat, calcium, and Vitamin 
D from the intestines. J. Frank Doucury, M.D. 


Parker, R. C.: The Races That Constitute the 
Group of Common Fibroblasts. I. The Effect 

of Blood Plasma. J. Exper. M/., 1932, lv, 713. 
Parker states that the ability of fibroblasts to 
mature and manifest their various potencies in any 
particular medium is inversely proportional to the 
growth energy which they exhibit in that medium. 
Fibroblasts having access to high concentrations of 
food substances do not mature, regardless of their 
origin or the age of the animal from which they 

‘were derived. They behave as embryonic cells. 
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Fibroblasts cultivated in vitro are potentially able 
to produce cells with the functional and structural 
properties commonly attributed to macrophages. 
This is true regardless of their origin or the length 
of time which has elapsed since their isolation from 
their origin. 

Parker believes that the fibroblast and macro- 
phage represent extreme functional and structural 
variations of the same cell type. 

He states that the structural and functional 
characteristics displayed by fibroblasts in vitro seem 
to vary according to the origin of the cells and the 
changes which take place in the composition of the 
medium with the passage of time. 

ELIZABETH CRANSTON. 


Empey, L. W., and Proescher, F.: Agranulocytosis: 
Report of a Case, with Autopsy Observations. 
Am. J. Dis. Child., 1932, xliii, 947. 

The authors report a case of primary idiopathic 
agranulocytosis in a child which supports the view 
that the disease is caused by an unorganized 
noxious agent acting on the bone marrow. No 
evidence of focal infection could be demonstrated 
clinically before the granulocyte count fell so low 
as seriously to impair the body’s defense against 
. saprophytic organisms. During an afebrile remis- 
sion of the disease a blood culture was negative 
even though the granulocyte count was gradually 
falling. 

The only noxious influence that could be dis- 
covered in this case was exposure for a period of at 
least three weeks to the fumes given off by the flue 
of a gas-burning furnace. This exposure occurred 
more than twelve months prior to the appearance 
of the first symptoms attributable to the disease. 
A careful study of the history with questioning of 
the patient regarding the possibility of exposure to 
a chemical poison may throw more light on the 
etiology. 

In the author’s case, blood transfusion and oral 
hygiene were the only therapeutic measures that 
seemed of value. 

All cases of agranulocytosis in children which 
have been reported to date proved fatal less than 
six months after the onset of the first symptoms. In 
children, symptomatic cases such as are occasionally 
found after a prolonged pyogenic infection or other 
chronic disease, have a better prognosis than 
idiopathic cases. SAMUEL Kaun, M.D. 


Waters, C. A., and Firor, W. B.: Agranulocytic 
Angina: Report of the Effects of Irradiation in 
Marked Leucopezenic States. 1m. J. Roentgenol., 
1932, XXVIl, 740. 

The term “agranulocytosis” is used to designate a 
condition in which the granular elements of the 
blood are lacking. On account of the severe lesions 
of the throat which usually accompany this blood 
dyscrasia, Friedmann suggested in 1923 that the 
condition be called ‘‘angina agranulocytica.”’ As a 
rule the disease occurs in middle-aged women. Be- 
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fore the use of roentgen therapy the mortality was 
reported as about or per cent. Since then, statistics 
have shown it to be 70 per cent. The clinical sym), 

toms of the condition are weakness, fatigabilit\ 

loss of strength, and exhaustion. 

Most internists have used roentgen therapy 
conjunction with blood transfusions, leucocyt 
extract, nucleotid and treatment of the orophary 
geal lesions. With the exception of Friedmann, noi 
speaks with any degree of assurance regarding the 
effect of irradiation of the bone marrow. Th 
authors’ experimental findings seem to indicate that 
a transient stimulation may be expected after sma! 
doses of roentgen rays, but more work must be do: 
and more reports of cases treated with the roentgen 
rays will be necessary before a very definite state 
ment can be made regarding this type of treatmen! 
However, there is no apparent contra-indication i» 
the use of carefully measured small doses of the 
roentgen rays. The rise of the cell count in severa| 
animals manifesting local inflammation or infecti: 
during the marked leucopenic stage suggests the 
possibility that the production of an abscess mig! 
be beneficial in cases of moderately severe agranul. 
cytosis. In one case, recovery was attributed to the 
inception of sepsis due to the streptococcus hem 
lyticus. Howarp A. McKnicut, M.D 


Sudeck, P.: Trophic Disturbances of the Extrem- 
ities from Peripheral Infectious and Trau- 
matic Irritation (Die trophische Extremitact: 
stoerung durch periphere—infektioese und traum 
tische—Reize). Deutsche Ztschr. f. Chir., to 
CCXXXIV, 596. 

Trophic disturbances of the extremities due to 
infectious and traumatic irritations, usually referre: 
to as ‘“‘Sudeck’s atrophy of bone,” are still often 
regarded incorrectly as an atrophy of inactivity. .\|! 
of the tissues of the affected extremity show change- 
The skin is cyanotic and easily injured, the sul) 
cutaneous tissues are shrunken and poor in fat, and 
edema may frequently be demonstrated. The hai: 
grows rapidly, and as a rule the sweat glands are 
found to be hypertrophied. In the acute stages thi 
muscles show a form of atrophy in which there is a 
rapid loss of strength with a decrease in the circun 
ference of the limb and in the response to electric: 
stimulation which is quantitative, not qualitativ: 
The most striking changes are the changes in tlic 
bones which are manifested in the roentgenogram ::s 
a spotty atrophy with hazy structural details. ‘I}\ 
growing bone grows slowly both in length and thic 
ness. The histological basis of the decreased calci 
cation is a lacunar and vascular regression. 

In the joints the capsules shrink and fibro 
ankylosis often develops. 

The composition of the blood in the affecte: 
extremity is altered serologically and morphologic: 
ly. The cutaneous vessels show a diminished po. 
of reaction. The numerous symptoms may devel: 
rapidly. They vary a great deal both in number a: 
severity, depending upon the intensity of the irrita 
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tive factor. The trophic disturbances may appear 
simply as an accompaniment of the irritation and 
disappear upon removal of the irritation. However, 
in the presence of a slight or unnoticed persisting 
irritation, they constitute a distinct syndrome. 
Sudeck distinguishes three forms of trophic 
disturbances: (1) those which result from some in- 
tense exogenic, peripheral irritation, (2) neurotic 
disturbances, and (3) thrombotic disturbances. He 
gives his reasons for excluding these disturbances 
from those brought about by simple inactivity. He 
believes that the general causative factor lies in the 
qualitative blood alterations which are brought 
about by reflex processes or by paralysis of the 
vascular innervation. Simple quantitative changes 
in the blood supply lead to a simple quantitative 
atrophy (atrophy of inactivity, senile atrophy), but 
not to a true dystrophy. The processes engendered 
by the qualitative composition of the blood in the 
different forms of dystrophy of the extremity are 
described; in their incipiency they may be regarded 
as a collateral inflammation. As a rule the rise or 
fall of the temperature of the skin distinguishes be- 
tween the irritative form of trophic disturbance due 
to inflammatory hyperemia and the permanent 
form of dystrophy of the extremity which is caused 
by a paralytic condition of the vessels. The changes 
in the nutrition of an extremity in the presence of 
peripheral irritation represent an attempt at healing, 
whereas the dystrophic disease signifies failure of 
this attempt. The treatment should be directed 


toward improving the general condition and increas- 
ing the power of reaction of the degenerated nervous 
system. The irritative process should be combated 


or removed. 


Griffith, A. S.: 
Origin. 


IF. Kiaces (Z). 


Human Tuberculosis of Bovine 
Edinburgh M. J., 1932, XXxix, 177. 

The author records the results of his studies of 
human tuberculosis of bovine origin in the British 
Isles. He has established the following facts: 

The bovine type of tubercle bacillus can produce 
ulcerative pulmonary tuberculosis in the human 
subject which is indistinguishable from that caused 
by the common tubercle bacillus causing tubercu- 
losis in man. 

Pulmonary tuberculosis of bovine origin is more 
frequent in some parts of the country than in others. 
In Scotland and the northern counties of England 
its incidence is approximately 4.0 per cent, whereas 
in the south of England it is slightly less than 1.0 per 
cent. Bovine tubercle bacilli appear in the sputum 
more frequently in communities where they have 
frequent opportunity to enter the human body (as 
shown by the high frequency of bovine infection in 
children) than in communities where such oppor- 
tunity is more restricted. 

In the majority of the cases studied the tubercu- 
lous process in the lungs was secondary to an infec- 
tion acquired in childhood through ingestion. 

While there is evidence from the distribution of 
the lesions that children may be infected with bovine 
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bacilli by inhalation, there was no evidence in the 
cases studied that any of the phthisical adults had 
acquired the bovine bacilli from a previous case of 
phthisis or from tuberculous cattle directly by con 
tact or through inhalation of infected dust in ship- 
pens or byres. 

Bovine tubercle bacilli are conveyed to human 
beings through milk and its products and are re- 
stricted practically to one channel of entry, the 
alimentary tract. Their opportunities of invading 
man are greatest when milk is the chief article of 
diet. Hence bovine tubercle bacilli are found mainly 
in the tuberculosis of childhood and tuberculosis 
resulting from alimentary infection. ‘The human 
tubercle bacillus, on the other hand, is more likely 
to be air-borne and thus to invade the human body 
chiefly by way of the respiratory tract. This type of 
bacillus is responsible for the great majority of the 
cases of primary intrathoracic tuberculosis. Pas- 
teurization of milk, eradication of tuberculosis in 
cattle, and elimination of infected cattle for breeding 
purposes are suggested as the logical prophylactic 
means of eliminating human tuberculosis of bovine 
origin. MANvEL E. Licutrenstery, M.D. 


Horsley, J. S.: Certain Symbiotic Bacterial Infec- 
tions Producing Gangrene, with Special Refer- 
ence to the Principles of Treatment. J. .1™. 
M. Ass., 1932, xcviii, 1425. 

Horsley reports three cases of progressive gan 
grenous ulceration of the abdominal wall which was 
due apparently to synergistic bacterial infection. 
In two of these cases the condition followed an 
abdominal operation and in one it occurred without 
any apparent primary wound. In one case the full 
thickness of the abdominal wall was involved. 
The first case of progressive gangrenous ulcer of the 
abdominal wall due to symbiotic and synergistic 
infection following a surgical operation was reported 
by Cullen in 1924. 

In such ulcers the infection usually appears 
within from one to three weeks after an operation. 
The ulceration usually begins around a stitch or a 
stitch hole. The affected area becomes painful, 
swollen, and purple, and quickly ulcerates. The 
center of the ulceration is necrotic and extends in a 
serpiginous manner. ‘The edges are usually elevated, 
and there is a distinct area of redness around the 
ulceration. The infection seemed limited to the 
skin, subcutaneous fat, and fascia, and does not 
attack the aponeurosis of the abdominal wall or 
the muscles. 

According to Meleney, the ulceration seems to be 
due to a symbiotic synergistic infection by two 
types of bacteria, a streptococcus which is at first 
anaérobic, but later grows in the presence of 
oxygen, and a haemolytic staphylococcus aureus. 
Meleney describes the streptococcus as a_non- 
hemolytic micro-aérophilic streptococcus which is 
frequently found in the human intestine and makes 
up a large percentage of the bacteria found in 
peritoneal exudates. In examinations of the tissues 
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the streptococcus is found, in advance of the ulcer, 
in the reddened area and a zone beyond it, while 
the mildly haemolytic staphylococcus aureus is 
found on the gangrenous margins of the ulcer. 

The condition should be treated with the hot 
cautery. In no instance should the scalpel be used. 
If necessary, the endotherm knife may be employed. 
The author believes it probable that recovery fol- 
lowing cauterization of the wound is aided by the 
formation of an autogenous vaccine. He states that 
the relief of the pain in these lesions after cauteriza- 
tion is most striking. To prevent shock after such 
extensive cautery burns the intravenous administra- 
tion of dextrose is indicated. 

WILLARD J. Kiser, M.D. 


Lockhart-Mummery, J. P.: The Origin of Tumors. 
Brit. M. J., 1932, 1, 785. 


The secret of tumor formation will be found in the 
study of normal tissue cells rather than in the study 
of tumor cells. Any theory of tumor genesis must be 
able to explain certain well-established facts. Every 
fact must fit into the theory. If it does not, it is not 
admissible or the theory is false and must be aban- 
doned or modified. 

The essential difference between a normal cell and 
a tumor cell is one of behavior, not of apparent 
structure. There are two kinds of reproduction— 
that which produces a new individual and that 
which results in the replacement of injured or worn- 
out cells in the tissues. All cells, both germ cells and 
somatic cells, breed true to their parent cells, and 
this breeding is controlled by the genes in their 
nuclei. 

Changes or mutations of the genes in the nuclei 
may occur, and when they do, the daughter cells will 
always breed true to the mutation. Tumors then are 
the result of a mutation of the genes controlling the 
division of somatic cells. 

GeorGE A. CoLiett, M.D. 


Pettinari, V.: The Antagonism Between Malig- 
nant Tumors and Tuberculosis (L’antagonismo 
tra neoplasie maligne e tubercolosi). Amn. ital. di 
chir., 1932, Xi, 140. 

On the basis of an extensive review of the litera- 
ture and observations of his own, Pettinari concludes 
that cancer and tuberculosis are morbid processes of 
a different nature which occur at different ages and 
develop most frequently in different organs in 
persons of a different constitutional makeup. Some- 
times, however, they may co-exist not only in the 
same organism, but also in the same organ. Tubercu- 
losis may act as a chronic stimulus to neoplastic 
growth. When tuberculosis and cancer are found 
together, the tuberculosis has usually preceded the 
cancer. Each lesion develops independently of the 
other. However the cancer may invade the tubercu- 
lous tissue. In so doing it seems to act as a stimulus 
to the tuberculous lesion. There are records of cases 
in which widespread metastasis of a malignant tum- 
or was accompanied by the miliary dissemination of 
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tuberculosis. Tuberculosis undergoes no change in 
its virulence because of the presence of the cancer. 
Bacilli isolated from neoplastic tissue have pro- 
duced typical lesions on inoculation. All of the 
evidence seems to disprove an antagonism between 
the two processes. EvuGENnE T. Leppy, M.D. 


Bishop, E. L.: Melanoma in the Negro. Am. J. 


Cancer, 1932, XVi, 522. 

In the negro the squamous and basal types of skin 
cancer are rare and melanoma is probably still less 
frequent. On the other hand the experience of the 
Steiner Clinic, Atlanta, Georgia, indicates that can- 
cer of the breast and cancer of the cervix are just as 
frequent in negroes as in whites, the only difference 
being that cancer of the cervix is found more often 
in young colored women than in young white 
women. 

In some cases of melanoma in negroes, the condi 
tion has begun in apparently normal skin, no known 
nevus having been present. 

In the Emory University Division of the Grady 
Memorial Hospital, Atlanta, Georgia, a division 
limited to colored patients, 5 cases of melanoma 
were found in the period from October, 1921, to 
June, 1931, in a total of 45,406 patients admitted. 
The total number of tumor cases was 965. 

‘Of 5,663 pathological specimens examined in the 
laboratory of the Steiner Cancer Clinic, 70 were 
specimens of melanoma. Nine of the specimens of 
melanoma were from negro patients. The negroes 
varied in color, some being light, some a darker 
brown, and a few almost black. Four died of the 
disease, 1 died of carcinoma of the cervix, 1 is living 
after six months without evidence of the disease, and 
the remaining 3 cannot be traced. The tumor was 
on the foot in 4 cases, on the thigh in 2, and on the 
forehead, upper lip, and eye in 1 case each. 

CarL R. STEINKE, M.D. 


Bettazzi, G.: Dermatitis and Precancerous Proc- 
esses from Tar in Man (Dermatite e processi 
precancerosi da catrame nell’uomo). Arch. ital. di 
chir., 1932, Xxxi, 69. 

Following a fairly complete review of the history 
of occupational skin lesions and the more important 
literature on the subject, the author reports and 
discusses a number of cases of skin lesions occurring 
in men working with tar, pitch, and oil distillates. 

About the head and neck he noted the following 
lesions—intense melanotic pigmentation, zones of 
atrophy and scarring, verrucous lesions, hyper- 
keratoses, seborrhoea, and melanotic hyperker- 
atoses. On the upper extremities the classica! 
picture of a chronic tar dermatitis includes areas of 
atrophic skin next to scarring, hyperchromatic 
wine-red spots, lentiform skin with nodules and 
infiltration, hyperkeratotic flat papules, and warts. 

The classical histological picture includes the 
combination of degeneration of collagen in the 
dermis, lymphocytic and plasma-cell infiltration 
and epithelial proliferation. At no time did the 
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author note an exudative type of lesion or the regres- 
sive processes which ordinarily accompany infec- 
tion. Occasionally pearl formation was seen in the 
areas of epithelial proliferation. These histological 
changes conform to those noted in animals treated 
with tar. 

The author concludes that the changes in the 
dermis prepare the way for epithelial proliferation 
which may assume the characteristics of carcinoma. 
In spite of the histological appearance of carcinoma, 
this is at first clinically relatively benign. However, 
if it is allowed to remain long enough it may demon- 
strate all of the properties of a true active car- 
cinoma. A. Louts Rost, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Thompson, L., and Beaver, D. C.: Bacterzemia 
Due to Anaérobic Gram-Negative Organisms 
of the Genus Bacteroides. Med. Clin. North 
Am., 1932, XV, I1601I. 

The authors report two cases of bacteremia due 
to anaérobic gram-negative organisms of the genus 
bacteroides. The clinical picture was similar to 
that of other severe bacteremias. The condition 
was associated with embolic abscesses of the lungs 
and in one case with thrombophlebitis. 

The reports of these cases are supplemented by 
experimental proof of the pathogenicity of the 
organisms, photomicrographs of some of the lesions, 
and a tabulation of previously reported cases. 

J. Frank Doucurty, M.D. 
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Grodinsky, M.: The Sedimentation Test of the 
Blood in General Surgery, with Special Refer- 
ence to Disease in the Lower Right Quadrant 
and to the Mechanisms Involved. Arch. Surg., 
1932, XXiv, 660. 

The author reports the results of the sedimenta- 
tion test of the blood and cell counts in various 
inflammatory and non-inflammatory pelvic condi- 
tions, diseases of the urinary tract, appendicitis, 
cholecystitis, cholelithiasis, and malignant and toxic 
conditions. His article and conclusions are summar- 
ized as follows: 

1. The blood-sedimentation test is a simple and 
reliable means of diagnosis and prognosis in general 
surgical conditions, often surpassing the blood count 
in value. 

2. It is of particular value in the differential 
diagnosis of appendicitis from other pathological 
conditions of the lower right quadrant of the 
abdomen. 

3. There is an inverse relationship between the 
settling time of the erythrocytes and the viscosity of 
the plasma, which is best expressed by a graph. 

4. It is suggested that variations in viscosity may 
be due to variations in the amount or form of the 
lipoid content of the plasma. 

5. On this basis a theory is offered to explain the 
variations in the sedirnentation time, which em- 
braces the electrical theory advanced by other in- 
vestigators. However, the exact mechanism is still 
unknown and further work along this line seems 
indicated. Emi. C. RogitsHeK, M.D. 
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